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Abstract 
This thesis examines how international female graduate students in the US (specifically at 
the University of Cincinnati) experience health, and the processes through which 
they make meanings around health.  A culture-centered approach was used to highlight the 
interactions between culture, structure, and agency regarding participants’ health experiences. 
Semi-structured interviews with international female graduate students at University of Cincinnati 
(n=20) revealed not only participants’ meanings and values related to health, but also uncovered 
the barriers to health they faced along with the strategies they utilized to navigate those health 
barriers. This was followed by a set of recommendations from the participants themselves on how 
to improve international female graduate student health at the university. This thesis offers insight 
on how university administrators and health practitioners might incorporate centering student/ 
patient culture. It also provides a set of health barriers and recommendations to keep in mind during 
the process of policy creation. 
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Chapter One: Introduction 
 
“I’m fine” is a common answer to the greeting: “How are you?” A 2014 article from The New 
York Times by Alina Simone titled, “The ‘How Are You?’ Culture Clash”, discusses the cultural 
barrier this question creates between Russians and Americans. Simone not only mentions that 
Americans respond to “How are you?” with “I’m fine”, but addresses that “the American ‘fine’ 
can come off as plastic and insincere”. Simone put into words my personal frustrations with the 
social expectations of the question itself. I was born American, to a long line of Americans, but I 
empathize with the Russian position. Simone summarizes this quandary, “the thing most 
Russians don’t realize is that, in English, ‘How are you?’ isn’t a question at all, but a form of 
‘hi’”. But if the asker is more inclined to the Russian position, then the question is an inquiry into 
the respondent’s health or wellbeing and the person would be expected to respond genuinely.  
But in the US, people (close relations aside) generally do not want a full status update on 
your well-being, in fact people sometimes get uncomfortable when the response is anything other 
than “I’m fine”. Even though the question itself tends to have a superficial valence, it is 
indicative of the importance of “being fine”. Most people want to at least be/feel okay. But what 
does “being okay” or “fine” really mean? And why is it important? 
This chapter will discuss the importance of health and examining it holistically. Next will 
be a summary of the diversity movement in the American university, followed by some statistics 
on international students at the University of Cincinnati (UC). These will be tied together with a 
discussion of the need for and the importance of qualitative health communication assessments, 
which will be followed by the introduction of the culture-centered approach (Dutta, 2008).This 
will lead into a background of the relationship between social constructionism and health, 
followed by some facts about the health effects of immigration and gender. This will begin a 
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brief chronicling of health disparity in the US and transient poverty. Lastly I will concisely 
discuss the origins of institutional medicine’s power, and how being unknowledgeable about a 
structure’s historical origins and not being critical of that structure’s implicit ideology can serve 
to perpetuate health disparity. This will provide a foundation for the subsequent chapter.  
Being fine (as previewed) might be the physical status of one’s body, i.e. “I’m in good 
health” or “I’m not sick”. Additionally, the response can also be indicative of one’s mental state 
i.e. “I’m happy” or at the very least “I’m not severely depressed”. Lastly, “being fine” can also 
be suggestive of one’s professional or interpersonal life i.e. “I’m getting along well with my 
loved ones”, “I had a lovely weekend”, or “My meeting with the boss went well”. Whether or not 
“I’m fine” is merely an expected response to a greeting, it seems to hold some truth that this 
common communication opener is a general inquiry into health status, be it physical, mental, or 
even social. It goes without saying that being in good health is incredibly important and 
desirable. So why ask about health in the first place? Parrott (2009) postulates that the reason for 
the importance of discussing health is because:  
... [it] answers the question, ‘Who am I?’ How we define our self connects to 
communicating about health...talking about health also forms an endless list of possible 
answers to the question, ‘Who am I?’ Visually impaired. A vegetarian. A runner. An 
alcoholic. Diabetic. Cancer survivor. Disabled. Pregnant. Impotent. Addict. (p.3)  
What goes into the desirable state of being in good health or “being fine”? People might 
only think diet and exercise but so many other factors can comprise a person’s overall wellbeing. 
Health is so much more than the general maintenance of physical bodies, as previewed earlier. 
Even the World Health Organization’s (2015) constitution is that: “Health is a state of complete 
physical, mental and social well-being and not merely the absence of disease or infirmary.” 
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When health concerns arise (on a micro or macro level) it is essential to take an ecological 
approach to the matter. Jones-Smith (2015) supports this position, “A holistic approach to human 
beings embraces and affirms complexity, inclusion, and diversity and resists reductionist 
approaches. Moreover people are a part of their environment, and they cannot be understood 
appropriately apart from their environment.” (p.293)  This means that conceptions of health itself 
and what a person values with regards to health can impact not only their treatment, but their 
general wellbeing or “health.” A person’s conceptions and values also affect the way they 
experience health, be it eating habits, doctor’s visits, or if they place personal value on mental 
health therapies. Health is a necessary and universal human need that cuts across all cultures. I 
have chosen to focus this thesis on health because it is a universal need. I also wanted to examine 
the concerns that come with health. More specifically, I wanted to take a look at health in 
relation to a group that is demographically unique and diverse, therefore underrepresented: 
International Female Graduate Students (henceforth, IFGS) in the United States, specifically at 
the University of Cincinnati.  
Moving from the perfunctory discussion of health, below I discuss the relationship 
between the American university and multiculturalism. Diversity is a common buzzword on 
university campuses throughout the US. At the very least, the appearance of welcoming diversity 
is extremely common in collegiate environments, as evidenced by most public universities’ 
LGBT Centers, Women’s Centers, SafeZone Training sessions, need-based scholarships, 
affirmative action quotas, and majors and classes like: African-American Studies, Asian Studies, 
and World Religions. The University of Cincinnati even holds an annual conference on diversity, 
and annually awards diversity grants for projects that seek to further promote diversity and 
inclusion. This thesis is one of those diversity grant recipients. More recently, higher education 
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institutions have stressed going beyond diversity, and thinking about inclusion. While diversity 
assumes the mere presence of a variety of individuals, inclusion consists of ensuring that those 
diverse individuals are actively incorporated into university culture and the system itself. This 
means that a university making moves towards inclusion will value reflexivity in their 
administrative staff, taking care that multiple students’ needs, beyond the majority, are valued 
and taken into consideration when it comes to policy creation. This thesis project seeks to 
explore inclusion at the University of Cincinnati from the perspective of IFGS –specifically their 
interactions and experiences with health and healthcare, and the interplay between culture, 
structure, and agency, as theorized by Dutta (2008) as part of the culture-centered approach 
(CCA).   
According to a 2013 article in USA Today by Hess and Frohlich, the US is the number 
one migration destination in the world, and there are more than 45 million immigrants living in 
the US. In fact internationals total 14.3% of the nation’s population. Therefore it is not surprising 
that the US is also the number one destination in the world for international students as reported 
in The Guardian’s 2014 article “Top 20 Countries for International Students.” At the University 
of Cincinnati, international students from 30 countries comprise 4% of the university’s total 
student population and 15.8% of the university’s students are considered multicultural (Fuller, 
2014). Furthermore, as of 2013, two thirds of all international students at UC are pursuing 
graduate education (Office of Institutional Research, 2013). Out of the 3000 international 
students across all academic levels at UC, (Institute of International Education, 2013) 1950 are 
graduate students. While the UC Fact Book, published by the Office of Institutional Research, 
does not provide international student data by gender, one could determine a rough number by 
using the overall gender ratio in enrollment at UC (45.7% men, 54.3% women), which yields a 
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figure of around 1053 international female graduate students. Therefore the roughly 1053 IFGS 
at UC are simultaneously navigating the demands of graduate school, along with the 
complexities of immigration and gender. 
Qualitative Health Communication  
This project considers IFGS’ health experiences from a health communication 
perspective. As stated by Gary Kreps, “health communication research is an important, yet 
complex, area of applied inquiry designed to increase knowledge about the many communication 
challenges confronted in the delivery of health care and the promotion of health” (2008, p. 2). 
While there are several robust quantitative assessments of graduate student satisfaction available 
at UC (such as the survey conducted by UC Institute of Policy Research), there are not any 
existing qualitative assessments on graduate student satisfaction or health. Additionally there are 
not any qualitative assessments of international female graduate student satisfaction. Kreps 
discusses the justification for qualitative research in the health communication field, stating that 
“qualitative inquiry can provide context and information rich data for increasing the validity of 
health communication research” (p.8). Qualitative assessments are a significant area of growth 
for UC’s diversity and inclusion climate, for two reasons: 1) perceptions of health, and 
experiences with healthcare (especially among underrepresented groups) are more effectively 
understood through in-depth, qualitative, narrative inquiry, rather than statistical analyses –as 
health communication (and other) scholars have argued at length (Charon, 2009; Sharf, 2009), 
and 2) this semi-structured platform (as opposed to structured surveys) allows IFGS to share 
their experiences in a two-way communication that encourages productive dialogue and a more 
trusting relationship (Dutta, 2008, p. 261-262). In addition, the qualitative format is important 
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because it creates a space “where voices can speak with and to each other, rather than for each 
other” (Lohmann, 2010, p. 35).   
As previewed above, this project uses a culture-centered approach (Dutta, 2008) as part 
of its theoretical framework and methodology. It is pertinent to make a distinction between what 
makes this approach culture-centered, as opposed to a more general commitment to cultural 
sensitivity (Dutta, 2007). A result of explaining this differentiation also provides justification for 
this project’s use of CCA. Dutta (2007) wrote a valuable article going into the distinctions of 
each approach, but I will provide a brief summary here. Cultural sensitivity conceptualizes 
culture as a static, contained entity. Cultural sensitivity (Resnicow et al, 1998) is based on 
treating culture as a variable to be manipulated in health interventions. Therefore, this approach 
is based on the judgment and expertise of scholars who determine how cultural beliefs around 
health ought to be manipulated, and thus determine the most effective, culturally sensitive ways 
to change behavior. In contrast, a culture-centered approach conceives of culture as a dynamic 
and contextual force. This approach looks for and defines culture within the fluid process of 
meaning-making. To define culture in a study, a researcher must learn the meanings participants 
have that relate to the specific topic being addressed. The meaning-making process is critical to 
CCA. Alternatively, CCA places privilege upon the participants’ self-knowledge on their 
experiences. Conceived as a model cultural sensitivity would be top-down, whereas CCA would 
be bottom-up. While the goal of cultural sensitivity is to ultimately change participant behavior, 
the goal of CCA is to provide a presentation of marginalized voices so that their self-knowledge 
can impact interventions placed upon them. While the researcher’s role is an expert in cultural 
sensitivity, the researcher’s role in CCA is that of co-collaborator and active listener.  
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As a culture-centered project invested in listening to the voices of IFGS at UC, my thesis 
is based on a theoretical commitment to social constructionism, specifically the social 
construction of health, as outlined by Lupton (2007) and Dutta (2008). The idea that knowledge 
is socially constructed comes from the assertion that “all knowledges are inevitably the products 
of social relations, and are subject to change rather than [remain] fixed” (Lupton, 2007, 
p.12).The main contention that seems to be had with this perspective is that it can be used to 
justify any behavior or to disprove observable reality completely. But, its use is justified here 
because social constructionism in health communication acknowledges that illness and disease 
exist, and the theory makes the additional suggestion that the way illness and disease are 
conceived of are the product of a society’s culture, as will be further shown below. Therefore, 
this perspective is used to identify social biases in information (Lupton, 2007) and can allow for 
more flexible ways of dealing with health and medicine. The study of culture meshes well with 
the idea of socially constructed knowledge (social constructionism). Using a critical-cultural 
framework can also help expose how health serves ideology through maintenance of the status 
quo (Dutta & Zoller, 2008).  
Since ways of understanding the world are too often taken for granted, worldviews must 
be critically examined because the results can not only be negative but ineffective. If a culture 
expressly values assimilation then continuing to hold up these dominant ways of knowing will 
only continue to perpetuate the separation of those who are not part of the dominant group. It is 
important to understand how and why knowledge is created, especially in the realm of health, so 
that that knowledge is not used subjugate or trivialize other people.  
Health Disparity  
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Research has documented the complex and multilayered health effects accruing on 
account of the cultural and social changes engendered by immigration (Messias & Rubio, 2004). 
Additionally, “females have statistically scored lower in their overall health status after coming 
to the U.S. compared to males” (Msengi, et al., 2011, p. 72). This project is an avenue for IFGS 
to have an empowered voice in providing informed, guidance for improving their own unique 
health situations. The goal is for their experiences and perceptions to facilitate the construction 
of a more inclusive system. The matter of cultural difference becomes especially important in the 
realm of health communication. According to the Center for Disease Control’s 2013 Health 
Disparities and Inequities Report-U.S.: 
Women, minority racial/ethnic groups (except Asian/Pacific Islanders), the less educated, 
those who spoke a language besides English at home, and those with a disability were 
more likely to report fair or poor self-rated health, more physically unhealthy days, and 
more mentally unhealthy days than others (p.4). 
Additionally, “The prevalence of unemployment was much higher among blacks, Hispanics, 
and American Indian/Alaska Natives than among whites in 2006 and 2010. In 2010, unemployed 
adults were much less likely than employed adults to report their health as excellent or very 
good.” (p.6) Even in more developed countries, like the US, health disparities continue to be an 
issue and as a result, non-dominant groups in society can suffer poorer health overall. 
Groups from low socioeconomic status brackets continually exhibit poorer health than 
those in the higher SES categories. Besides the obvious fact of material deprivation and its 
impact on health, the lack of relative privilege in terms of social status has also been found to 
lower the immune system, consequently leading to worse health outcomes (Barr, 2008; 
McDonough et al., 2005). Someone from a low SES background can change their health-related 
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perceptions/attitudes and behaviors but they cannot necessarily change their access to resources 
without outside help. At a certain point unhealthy environments become self-perpetuating, and 
stay that way until outsiders intervene. Additionally McDonough et al. (2005) brings up the fact 
that due to systemic gender and race discrimination, women and African-Americans tend to 
receive lower wages for the work they do, making them more susceptible to experiencing periods 
of poverty. This relationship between socioeconomic status and health is of relevance to the 
population studied in my thesis: Graduate students are unique population, albeit transitorily, 
since they are low income earners, and therefore low on the SES scale, even if they are in the 
process of moving up the scale through their education.  
This unique positioning of graduate students warrants a brief discussion on transient 
poverty, which Jalan & Ravallion (2000, p. 82) summarize as a “measure of vulnerability to 
falling consumption”; i.e., states of transient poverty can make the populations experiencing it 
more vulnerable to falling income. The effect this has on health is explored by McDonough and 
Bergland (2003). They purport that someone’s current economic status does not erase the health 
effects of earlier poverty experiences. Going along with this idea they also assert that the 
economic environment one is socialized into has an impact on later well-being. Poverty and 
health status are not a binary and are dynamically, interrelated.  
History of Biomedicine and Implications  
To get a better understanding of health disparity and where the structural power resides 
with regards to health and wellbeing, it is important to examine a brief history of biomedicine. 
Foucault’s “The Politics of Health in the Eighteenth Century” (2014), illustrates the shift in 
power over people who are reliant on a systematized structure for the preservation of their well-
being from the church to the state (acting through institutional medicine). Most people are 
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dependent on structures to preserve their health, anyone who has ever been to a hospital falls into 
this category. Subsequently in the industrial era, the state took over responsibility for the sick so 
that the era’s goal of bulking up the work force could be satisfied. As a result, the general 
populace began to look to institutionalized medicine as the major authority on their overall well-
being, as opposed to relying on self-knowledge or other institutions like the church.  
Biomedical power is granted through the state via funding, just like the UC Clinic can 
continue to operate because of funds from the university. Many hospitals are funded through the 
state or state sponsored programs, so there is an underlying assumption that hospitals have a 
responsibility to the state, and must suit the state’s needs to continue to receive funding. Many 
people do not think about this because doctors’ intentions or restrictions placed upon them are 
rarely questioned. But the private hospital is a business, so it has the same concerns of a 
business, and public hospitals utilize a business model and must answer to the state to continue 
to operate. Taking ideas for granted, like assuming that a hospital’s motives exist in an altruistic 
vacuum, perpetuates ignorance of environmental structures. 
Lupton (1994) wrote an article giving a specific example of this when she points out that 
doctors are not encouraged to spend too much time with patients so that they can see as many 
patients as possible to turn out the highest possible profit. Hospitals cannot exclusively be the 
models of altruism they are thought to be, because healthcare in the US functions under a 
capitalist paradigm. This paradigm leaks into all aspects of society, often leading to 
commodification of meanings of health and illness. Even the body itself is seen as a commodity 
(Lupton, 2007). People buy products to modify it and shape it to fit their needs.  
The easiest way to suit the biomedical structure’s needs is to implicitly place primary 
health responsibility on the individual, and to ignore the structural and environmental barriers to 
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wellbeing. This relieves the structure of blame for large instances of ill health; this blame is then 
placed on the individual. So there is a common misconception that general health is solely an 
individual responsibility, which has people associating health with moral character and illness 
with misbehaving (Barr, 2008).  This might account for the persistent disparities in the health 
care system. Since the state refuses to take a role other than health educator, certain groups in the 
minority will continue to exhibit the same health behaviors because their access to resources and 
levels of stress remain the same regardless of how they are told to act healthily.  
This introduction has provided an overview of the cross-cultural importance of health and 
the justification for this project. The importance of multiculturalism and the American university 
were examined, along with the need for a qualitative health communication study representing 
IFGS. Additionally, a brief synopsis of health disparity was provided. The holistic nature of 
health and the social construction of health knowledge were also surveyed.  
This thesis will synthesize the literature that pertains to IFGS and health. There will first 
be an overview of acculturation and then the effects of migration and health will be examined, 
with attention paid to gender when addressed in the literature. More specifically will be an 
exploration of international student health in the US, followed by a synopsis of graduate student 
stress. Again attention will paid to gender when it arises in the literature. Following the relevant 
literature will be an outline of the methodology of this project and how it was specifically 
implemented. This chapter will also give a brief overview of the participants themselves. This 
chapter will be followed by the results chapter which contain participant quotes and will 
organized thematically. The last chapter will conclude this thesis and provide some directions for 
future research.  
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Chapter Two: Literature Review  
In this chapter, I offer a detailed review of the relevant literature relating to the health effects of 
stressors relating to: women and migration, international student health, and graduate student 
health as a means to locate IFGS’ health experiences within such literature. I additionally offer 
an overview of the culture-centered approach (Dutta, 2008). One of the defining features of my 
study population is the fact that their identities are multifaceted. As mentioned before, there is a 
wide range of nationalities that are represented at the UC graduate school. However, 
acculturation is a process that all of them experience to a greater or lesser extent. There is not 
much literature specifically on IFGS’ health perceptions and health experiences, so I draw from 
the existing literature that is relevant to the health effects being an international female graduate 
student. As mentioned above, each relevant aspect of IFGS’ identity –international status, 
gender, higher education students (especially graduate students) has to be addressed in relation to 
health experience. There is their identity as internationals/immigrants in relation to their health, 
their identity as women in relation to their health, and their identity as students of higher 
education, specifically graduate education, in relation to their health. It will also be beneficial to 
see which facets of their identity that participants place in the foreground versus the facets of 
their identity that they place in the back. The goal is to understand how these different identity 
facets interact with each other to create a unique health situation, which is aided in the usage of 
constructivist grounded theory and the culture-centered approach. To begin to pick apart how 
these multiple identities affect IFGS’ health, this paper will first look at a theory of cultural 
movement-acculturation and the biggest health risk associated with doing so: acculturative stress. 
Acculturation   
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While being stressed is generally not seen as a positive experience, it can be more than 
just an inconvenience or a difficult time. It is crucial to be mindful of stress while studying 
health. As documented by Glaser and Kiecolt-Glaser (2005), this is because stress lowers 
functioning of the immune system, so the more stress a person experiences, and the more 
frequently it occurs, will make a person more vulnerable to illness. Not only is a person more 
likely to become ill when they are experiencing high stress, but the time it takes for a wound to 
heal increases as well. Therefore since this project deals with student health, stress will be kept in 
mind, not only in the relevant literature but in the participants’ discussions as well. A relevant 
type of stress to this study is acculturative stress, which occurs as a result of acculturation, and is 
what this paper will examine first.  
 “Acculturation comprehends those phenomena which result when groups of individuals 
having different cultures come into continuous first-hand contact with subsequent changes in the 
original culture patterns of either or both groups” (Berry, 1997, p. 3). Berry goes into further 
detail by bringing the idea to an individual level, utilizing the term psychological acculturation to 
define how individuals deal with acculturation. As shown in this paper previously, culture is an 
important aspect when studying health, especially when a doctor and a patient come from 
different cultural backgrounds, as is likely to be the case with international students.  
Berry (1997) also notes three potential consequences of individual-level acculturation, 
which depend upon how easily an individual transitions to their new culture. There is a 
behavioral shift, which is when a person transitions cultures with low to minimal stress. The 
second is acculturative stress, which is when an individual has a moderately difficult time 
transitioning cultures. The third is psychopathology, which is when an individual has a severely 
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difficult time transitioning cultures, so much so that an individual develops a psychological 
disorder from it, or needs counseling to deal with the transition.  
In addition to theorizing about acculturation, Berry (1997) suggested ways to mitigate the 
inverse effects of moving into a new culture. Berry outlined four strategies that deal with 
acculturation. They take the form of two intersecting continuums: 1.) the level which the original 
culture is maintained and 2.) the level of active participation and interaction within the new 
culture. The integration strategy is the most inclusive of the four and is utilized by a 
harmoniously diverse society, so it is the one this paper will address as the ideal.  
The integration strategy involves preservation of one’s culture of origin, while also 
maintaining frequent interaction and participation with and among members of the new culture. 
This is especially important because as documented in a study done by Yamaguchi and Wiseman 
(2003), on Japanese international students in the US, it was found that the more an international 
student speaks to those in the new culture, the less stressed they feel, and the better their overall 
psychological health will be.  
Moreover, Berry (1997) discussed that integration can only occur in an open and 
inclusive environment, what he deemed a multicultural society. It is also important to note that a 
multicultural society, according to Berry, consists of four elements: 1.) Placing value upon 
cultural diversity 2.) Maintaining low levels of prejudice/ethnocentrism 3.) Containing positive 
mutual attitudes among cultural groups, and 4.) All cultural groups should have a sense of 
attachment to the larger society. These four elements represent an ideal that a culture that is 
striving to inclusively integrate new cultures can work towards. One important caveat for the 
integration strategy to succeed is that the dominant group/ those who have power (in this case the 
university’s administrators and physicians) in a culture must adapt institutions (for example 
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healthcare facilities) to better meet the needs of all groups in a plural society. Approaching a 
system from a more integrative perspective benefits everyone: “by allowing the traditionally 
silenced to speak, social life may be rewritten in ways that are more libratory” (Lohmann, 2010, 
p. 35).   
Some theoretical systemic values to keep in mind that can mitigate the problems of 
acculturation are discussed above. Now I will take a look at studies that are specifically related to 
IFGS’ health identity. Since there is not a significant body of literature specifically on IFGS’ 
health, this proposal will parse out the relevant elements of different studies to compile a solid 
foundation for reviewing what literature is out there and how to move forward with that 
literature.   
Although each study deals with its own specific topic, it became apparent that some 
topics cut across the literature. Additionally, each study is done in a different context, which is a 
factor to be mindful of. Since the topic is so multifaceted, as previously discussed, the literature 
must be tackled from different angles. Accordingly, relevant literature concerning: migrant 
health/immigrant health, how migration/immigration impacts health, acculturation and its health 
effects, gender and migration, mental health, international student health, and graduate student 
health, will all be examined. Each study deals with some relevant aspect of health and will be 
analyzed in terms of takeaways for the project.  
Migration and Health, International Student Health, and Graduate Student Health 
As the proposed project surveys international student participants, it is appropriate to 
discuss the relationship between migration and health. Malsumi et al., (2010) conducted a 
multidimensional examination of migration-related health inequalities in Spain. This study takes 
gender, social class, and place of origin into account, all of which affect health outcomes. The 
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project considers the complexities of health disparity, just as this study will determine the effect 
that not only gender, but international, and graduate student status have on student health.   
The Malsumi et al. study also coined the terms “foreign-poor” and “foreign-rich” to 
delineate the economic prosperity of immigrants’ places of origin. The study found duration of 
residence to be significant, as immigrants from foreign-poor countries might experience 
increased health status when they first arrive in Spain; however, this may steadily decrease the 
longer they reside in the country.  The study also found that “among women, all immigrant 
groups (from both poor and rich regions of Spain, and from poor countries) showed excess risk 
of poor health” (p. 14), this further illustrates that female’s health during migration suffers more 
than male’s health during migration. Additionally, Kristiansen et al., (2007) studied the negative 
somatic and mental health effects that migrants that move to Denmark experience. The article 
attempted to locate migrants’ risk factors for poor health, which included language barriers, lack 
of knowledge about health care services, discrimination, and marginalization. It was also noted 
that a strong social network is an important factor for migrants to mitigate the risks of poor 
health.  
Echoing the above risk factors, Guntzviller et al. (2011) explicitly examined foreign 
language anxiety in medical offices in the US, specifically among native Spanish-speakers. The 
article discussed how language barriers can impede care and prevent individuals from seeking 
care in the first place, a practice rooted in speech anxiety. As it has already been stated, language 
barriers hinder effective healthcare, so that individuals who encounter a language barrier 
generally have worse health than those who do not. In addition, the more communication 
apprehension a person has, the less likely they are to ask the questions they have about their care 
and the results they receive. Predictably, this also leads to worse health outcomes. As 
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international students, the participants in this project will have migrated to the US, and many of 
them will be foreign language speakers, so they may encounter these same barriers and adverse 
health effects described above.  
The above findings on health and migration also apply to international students. The 
findings are especially prevalent in literature concerning international students and stress. Yeh & 
Inose (2003) analyzed international students in the US, as well as the factors that play a part in 
determining levels of Berry’s (1997) notion of acculturative stress. The authors highlighted that 
again: English fluency, social connectedness, and social support satisfaction were all predictors 
of acculturative stress. The study also found that, in general, European international students 
experience the least amount of acculturative stress. This makes sense because European cultures 
are more similar to American culture than other parts of the world. Universities must also keep in 
mind the role that language fluency and social support play in increasing or mitigating 
acculturative stress.   
Moving on from acculturative stress predictors, Ellis-Bosold & Thornton-Orr (2013) 
collected literature about international students’ perceived health needs in the US. The findings 
showed that international students heavily depend on international student services. While this 
can be positive, the article pointed out the overreliance international students have on their 
schools’ multicultural centers. Although these centers can be very beneficial, they do not provide 
students with medical services or professional medical consultation. They might be able to tell 
students where the campus clinic is, but these centers’ general purposes are not medically-based. 
The result is that many international students lack knowledge about campus medical services. 
According to the study, some international students did not even know about the existence of a 
clinic affiliated with their university. Of those students who did know, some did not know the 
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location of the clinic, others did not know the appointment procedures, and still others did not 
understand the financial process involved. These were all barriers to seeking medical attention, 
even when there was a perceived need for it, some would only go to a clinic if it was an absolute 
emergency. This article cited another study by Lartey et al. (2011), which found that over half of 
international students at Western Kentucky did not use university healthcare. These studies point 
to a need to effectively inform international students about the university healthcare services 
available to them.  
Building on international student use of healthcare services (or lack thereof), Collins 
(2001) a high school nurse, conducted a qualitative study that examined international student 
perception of healthcare. Although this study took place in a high school setting, its inductive 
approach to the subjects’ interviews is worth examining because it falls in line with this project. 
This was facilitated by the school nurse (Collins) who looked at what health meant to the 
students and what they do when they are ill. The article also discussed barriers that kept students 
from utilizing the school’s health services. Collins’ findings conclude that international students 
sometimes included mental health/happiness in their explanation of health. In fact, there was a 
desire for a place/allotted amount of time for meditation in the clinic to facilitate mental 
wellbeing. In addition to the services international students wanted to improve their health they 
also indicated what kept them from visiting the clinic. Most of the students in this study 
indicated that they would delay visiting a physician unless they had first exhausted their own 
resources. They preferred to treat their illnesses on their own. The students indicated that they 
would only go to the doctor if they were so sick that they could not go to classes or continue their 
regular activities. One reason for this is that students mentioned not having enough time to visit 
the clinic. 
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As mentioned previously, the above study also looked at barriers that prevented students 
from using the school’s healthcare services and included suggestions for improvement. Barriers 
included the fact that students felt that home remedies were more effective than physician visits. 
One third of the students that participated in the study stated that they were unhappy with the 
medications they had received from their physician visits in the US because of a perceived lack 
of effectiveness. Another noteworthy barrier was a fear that the medical staff would not believe 
the students when they came in and discussed their medical concerns. If that fear appears in this 
project, it will be a significant barrier that the medical staff at the university should be mindful 
of.  
Hyun et al. (2007) examined the international graduate student demographic and found 
that international students have the same prevalence of mental health issues as domestic students, 
but the study concluded that international students are less likely to utilize counseling services 
than domestic students, even though their need for the services are the same. Moreover, 
international students are also less likely to know a fellow student with a mental illness than a 
domestic student. This could exacerbate issues for an international student with a mental illness 
because they would be less likely than a domestic student to have someone familiar with their 
illness, and would not have the same chances to network and receive social support that a 
domestic student would.  
Mallinckrodt and Leong (1992) conducted a study on international graduate stress and 
found that the difficulties that international grad students face with regards to adjustment are 
numerous. Unsurprisingly, international grad students experienced homesickness and difficulty 
with their English language proficiency. They also had difficulty adjusting as a result of 
insufficient financial resources and some had difficulties performing their daily life tasks. 
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Unfortunately international grad students also had difficulties adjusting because of problems 
socially integrating themselves. They also experienced role conflict which will be explored in a 
study by Grady et al (2013) later. These difficulties adjusting (Mallinckrodt & Leong, 1992) can 
manifest themselves in a number of ways including social withdrawal, depression and loneliness, 
sexual and academic problems, loss of self-esteem, and inability to sleep well.      
Hyun et al. (2007) looked at barriers to treatment and found that two major determinants 
of international graduate student mental health issues included financial resources and 
relationship with advisor. Many of the issues that cropped up for these students were related to 
insubstantial finances, and students who reported having an inadequate relationship with their 
advisor had worse mental health overall. Since the financial factor played such a significant role, 
the article advised universities on the importance of providing adequate funding for their 
international students. The study also found that Asian international students were less likely to 
use counseling services than international graduate students from other regions, which further 
justifies looking at country of origin.  
Moving on from international graduate student mental health, I will now provide a look 
at the literature on general graduate student health. It is important to note that “…women 
graduate students experience higher levels of stress and role conflict than their male 
counterparts” (Aldrich, 2009, p.57). So not only do females who migrate experience lower-rated 
levels of health than their male counterparts, but female graduate students experience higher 
levels of stress as well. This is supported by another study by Mallinckrodt and Leong (1992) 
that found that not only did female graduate students experience more stress than their male 
counterparts, they also had more symptoms of stress. This might be related to the fact that it was 
found that these female graduate students received significantly less support from their academic 
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departments and families than male graduate students. The authors postulated that this could 
indicate that female graduate students experience greater role strain than male students, which is 
supported by Aldrich (2009) above. Further justification for this study comes from a quote in 
Mallinckrodt and Leong’s (1992) article on international graduate student stress: 
The gender differences in the current study point to a potential situation of double 
jeopardy for female international students. These students may suffer from problems of 
being female and international students. A considerable amount of research on sex 
differences in stress and mental health exists, but very little of this research has focused 
on the interactions between the cultural and sex dimensions…Therefore, special 
assessment of international female students’ needs is necessary to direct interventions 
that could be helpful in their unique circumstances (p.77). 
Grady et al. (2013) contributes with an in-depth look at graduate student stress. This data 
comes from coded focus groups. Grady et al.’s study cited role strain as a cause for the mental 
health issues faced by graduate students; in particular, a major role strain was caused by the 
conflict between being both a student and a teacher. One sub-type of role-conflict was role 
overload, which pertains to the amount of time graduate students need to perform their required 
tasks. Graduate students who experienced role overload felt as if they had inadequate time to 
perform the tasks their roles required. Grady et al. (2013) specifically divided role strain into two 
types: intra-role strain and inter-role strain. Chronic guilt is a symptom of graduate students 
suffering from intra-role strain. This occurs when they are struggling with what to prioritize in 
their lives. Feeling as though one is failing in all aspects of life is a symptom of inter-role strain, 
which occurs when work related and non-work related stressors clash. Additionally, a qualitative 
study done by Johnson et al. (2008) found inter-role strain, which they operationalized as the 
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strain between a student’s academic and personal life, to be an incredibly significant source of 
stress for graduate students. Additionally Payne, Cummings, and Greunk note that “the role of a 
graduate assistant is unique, and the line between student–protégé and university employee is 
blurred; therefore knowing when and how to bring up issues may be more difficult for a graduate 
assistant” (2015, p. 108). So not only do graduate students (especially female ones) experience 
heightened stress sue to role-conflict, it is also harder for them to discuss issues with their 
departments.  
As mentioned above, Glaser and Kiecolt-Glaser (2005) studied the toll that stress takes 
on the immune system. Johnson et al. (2008) discusses the physical and mental consequences of 
being unable to cope with stress. Physical symptoms include: headaches, upset stomach, and 
sleep disturbances, which are not conducive to the high amount of focus that is required in 
graduate school. This study also talks about the psychological symptoms of being unable to cope 
with stress of being unable to balance one’s academic and personal life. The psychological 
symptoms include: panic attacks, depression, and burnout. Grady et al.’s (2013) also contributes 
information on the toll graduate student stress takes on mental health. In their study two-thirds of 
participants had sought out mental health resources, and all participants reported feeling stressed. 
General feelings of stress and pressure (including anxiety, panic attacks, and depression) were 
most commonly reported. Grady et al. (2013) offers three mitigating factors to improve graduate 
student mental health which are: a strong, positive mentorship; adequate, measured social 
opportunities; and adequate funding. These are three important factors which ameliorate the 
strains of graduate school which create stress and mental health burdens.  
While social support is an important factor in mitigating graduate student stress, Johnson 
et al. (2008) found some difficulties in obtaining social support amongst graduate students. Many 
  Running head: BE OUR GUEST 
23 
 
graduate student are geographically separated from their families when they pursue graduate 
education, this will be even more of an issue for international students who are not only more 
likely to be separated from their primary social support network, but there it is very likely that 
the geographic distance between an international graduate student and their primary source of 
social support will be much farther away than the average graduate student. Johnson et al. 
indicated that, “four interviewees indicated their quality of social support could be enhanced if 
they lived closer to their loved ones” (2008, p. 34). One of the only factors that mitigated the 
social support hurdle was providing support to fellow graduate students. Another factor to be 
kept in mind about social support, which Boren (2013) examined is that co-rumination (negative 
and excessive amounts of problem talk aka extreme complaining and worrying) can actually 
increase stress and anxiety among graduate students. So while social support can certainly 
mitigate stress in graduate school, the type of social support received is crucial.  
Before the application of the culture-centered approach (Dutta, 2008) is discussed in the 
methods chapter, I will provide an overview of the approach in terms of theory. Dutta’s (2008) 
culture-centered approach, examines the triadic interplay between culture, structure, and agency. 
Keeping the critical aspect of this project in mind, one must remember that “structures both limit 
as well as enable access to resources” (Dutta, 2014, p.71), even when they set out with the best 
intentions. Even medicine can be used to perpetuate ideology, like the case of homosexuality in 
the first edition of the DSM. Structures are also dependent upon each other for functionality, like 
how a public hospital needs funding from the government. While structures can benefit some, as 
Dutta theorizes they can also be limiting to others. While a free clinic in a city center is 
beneficial to those who live near it, if the city has no public transportation for its residents then 
not everyone will be able to benefit from it. Lack of availability of a feasible transportation 
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structure has the potential to limit a person’s access to other structures such as medical care. 
Structures themselves do not exist in a vacuum.  
Structures are also affected by culture. The next portion of Dutta’s (2008) triad is culture. 
“Culture is localized in the contexts within which meanings are located, experienced, and 
negotiated. Culture provides the constitutive framework for meanings; also, culture is shifted 
through the everyday participation of individuals and communities in meaning-making” (2014, 
p.72). As previewed above, the culture-centered approach aims to “center” those at the margins 
of any dominant culture, by bringing their voices (their experiences, values, and opinions) to the 
fore.  The culture-centered approach, like constructivist grounded theory, also assumes that 
meaning-making is a co-constructed process.  
Lastly an investigation of agency brings it all together. According to Dutta (2014) 
“Agency is understood here both in terms of everyday forms of meaning-making…[and] creative 
strategies of addressing the structural barriers that are experienced by individuals” (p. 72).  
Consequently, agency is determined by how individuals navigate the structural barriers they face 
and the power afforded them to do so. But according to Dutta, agency is not just measured in 
terms of barriers and power; it is also measured in terms of meaning-making. The way that 
individuals exert power over their own meaning-making is tied back into culture. As Halualani 
and Nakayama (2010) postulate, when it comes to culture, individuals “participate in actively 
creating and recreating meanings that are made available to them by competing ideologies” (p.6).  
Then people do not stereotypically follow one cultural pattern or another, they take into account 
every culture they come across and continually refine the way that they conceive of the world 
around them. This further supports the usage of grounded theory because its purpose is to study 
the association between how research participants’ perceive the world around them and how they 
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act accordingly (Glaser, 1992). While having an introductory knowledge of the theories and 
relevant literature is essential, it is also imperative to keep in mind that in this kind of research, 
scholars will never be able to peg the international female graduate student experience with 
regards to health, because each individual will have their own unique backgrounds, struggles, 
and concerns. Especially since an international student in this context simply means non-U.S. 
citizen, the array of needs of students from so many different countries and cultural contexts 
makes it even more difficult to locate the specific needs of international students in general. This 
difficulty is not an issue in this line of research however because the goal is not to create the 
ultimate definition or experience (as this is stereotyping) of one group’s needs (in this case 
IFGS), it is to bring a wide array of voices and subsequently experiences into the public 
conversation (specifically about healthcare), so that the system can be more adaptable to and 
understanding of the different ways in which people encounter it. Not only is this project an 
avenue to provide space for IFGS to voice their own personal health experiences, but it is also 
meant to expand the communication-based literature on the topic. This project, which is being 
supported by the university’s office of diversity grant, aims to assist in facilitating a more 
inclusive and supportive climate in the university’s healthcare practices and potentially in other 
areas and departments at the university. To that end, I now detail the basic research questions, 
and the methods employed in conducting this study.  
Research Questions  
As documented above, there has not been much communication scholarship which 
focuses on the complex health experiences of international female graduate students, who bear 
the double burdens of gender- and acculturation-related stress (Lee, Koeske, & Sales, 2004; 
Mori, 2000), combined with graduate school-related stress (Grady et al., 2013). This project 
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seeks to provide a set of recommendations aiming to create a safe, inclusive, and healthy 
environment for IFGS that is grounded solely on their experiences. Therefore, this thesis seeks to 
investigate the challenges to health and wellbeing encountered by IFGS at UC, and to assist the 
university in mitigating them.  
To this end, I ask the following research questions:  
 
1: How do IFGS at UC define and experience health and wellbeing and what aspects 
of wellbeing do they value most?  
 
2: What are the structural and situational barriers to overall health and wellbeing as 
elucidated by IFGS?  
 
3: How can a culture-centered approach highlight the interaction of culture, structure, 
and agency in better understanding IFGS’ health experiences and values?  
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Chapter Three: Methodology 
Methodological Framework  
 
This project is largely guided by two overarching theoretical perspectives: constructivist 
grounded theory (Charmaz, 2014) and the culture-centered approach (Dutta, 2008).  These 
theoretical perspectives blend together to create the theoretical/methodological framework for 
this project. This project also has a critical edge to it because as Sarah Banet-Weiser says, culture 
and “pedagogy [are] always a critical practice” (2013, p.230). It is important to clarify that the 
kind of critical scholarship this project utilizes is for the sake of positive change and falls in line 
with Banet-Weiser’s own philosophy: “for me, critique is not the articulation of pessimism; it is 
an expression of a particular kind of hope” (p. 231-232). Scholars engage in critical theory to 
better society. This is the aim of Dutta’s (2008) culture-centered approach, to investigate the 
challenges that people in the cultural minority face when navigating societal structures and to 
offer how to best make those structures more accommodating based upon what traditionally 
decentered populations need, from their own perspective. The critiques offered in this paper are 
offered in this spirit.  Both constructivist grounded theory and the culture-centered approach will 
be detailed below, along with how they inform this project.  
Constructivist grounded theory (Charmaz, 2014) not only provides theoretical backbone 
to this project but will also be utilized as a methodology. As a theory, constructivist grounded 
theory allows for reflexivity between the researcher and the study/participants. That reflexivity 
permits growth and the co-construction of meaning, which allows for the researcher to lend 
privilege to the participants’ knowledge and experiences. This facet of the theory fits in 
extremely well with the culture-centered approach (Dutta, 2008), the development of which was 
informed by constructivist grounded theory. The culture-centered approach purports that a 
researcher using the approach must investigate traditionally unheard voices at the margins and 
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subsequently highlight those voices. Additionally, constructivist grounded theory (Charmaz, 
2014) demands that a researcher examine their own privilege, which I will briefly do. The 
privileges that I hold are that I am: white, a US national, an Ohio native, and a native English 
speaker. Throughout the course of this project I plan to keep my identity in mind and stay 
reflexive to different ways of knowing from my own.  
Utilizing the above theories is beneficial because of their suitability to the aims of this 
project. Since this project is funded by an interdisciplinary diversity grant, with the goal of 
inclusion, the results should contain ecological validity. A study that is ecologically valid is one 
that reflects real world settings. Which is a benefit of using constructivist grounded theory 
(Charmaz, 2014). Additionally, putting into practice Dutta’s (2008) culture-centered approach, 
which purports that “listening offers an opening for interrogating…inequities” (2014, p.69), 
furthering the inclusive aim of the project.  
This project uses constructivist grounded theory (Charmaz, 2014) as its methodological 
framework to investigate IFGS’ health experiences. In general, grounded theory starts with either 
a question or a set of qualitative data. I have chosen to use grounded theory as an analytical 
framework to ensure that the claims made are inductive, and emerge from the data. Traditional 
grounded theory has been criticized for being objectivist and lacking relevance to the social 
contexts of research, given its focus on micro-phenomena within language. Consequently, this 
research project is informed by more recent developments in grounded theory methodology, 
specifically constructivist grounded theory.  Additionally constructivist grounded theory has the 
added benefit of flexible reflexivity, which allows for a look into the relevant literature before 
interaction with participants. As long as the researcher remains open to the participants 
legitimate point of view, then a prior look into the literature is not detrimental to the technique. 
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This iterative approach that allows for a back and forth collaboration between the emergent data 
and existing research strengthens the grounded theory method and makes up for the limitations 
of the earlier conceptions of the method.  Constructivist grounded theory also leaves room for 
theory building and theory modification/critique.  
As stated above the data analyzed utilizes a grounded theoretical approach to data 
collection outlined by Corbin & Strauss (2008), particularly employing Charmaz’s (2014) 
constructivist approach to grounded theory. This approach treats the data and the analysis as 
social constructions, and focuses on how both the research participants and the researcher 
construct meanings and experiences in specific contexts. Constructivist grounded theory is 
explicitly concerned with the contingent nature of interpretive knowledge. Therefore it is more 
sensitive to the broader context within which meanings of health are developed and experienced.  
Research Design 
Before recruitment of participants began, Institutional Review Board (IRB) approval was 
obtained to conduct this study. IFGS for this project were recruited via snowball sampling and 
mass email. During recruitment, potential participants were informed about the voluntary nature 
of participation and the confidentiality measures that are in place. All privacy and confidentiality 
measures were respected, and all participant data was anonymized. Data was collected through a 
series of in-depth, semi-structured interviews, which occurred beginning February 2015 and 
continued through May of the same year.  
Once an IFGS decided to participate, an interview was scheduled via email, in a public 
setting of their choosing and a consent form was provided for participants to read. A copy was 
also given to them to keep. Next, verbal consent was obtained at the time of the interview for 
permission to audio record the interview, and participants were informed of how the 
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confidentiality and privacy of their responses would be maintained. At the end of each fieldwork 
encounter, the audio files were transferred onto a private shared file, then transcribed into an 
anonymized Microsoft Word document. Only the faculty advisor and research assistants have 
access to the recorded files, and the anonymized transcripts of the interviews.  
During the interviews, I explored IFGS’ conceptions, and experiences around health and 
healthcare in the US and at UC employing an interview protocol comprised of 13 open-ended 
questions. An example question from the protocol is “at this point in time, what factors are the 
most important to you with regards to your health and well-being?”  Since the format of the 
interviews are semi-structured there were different follow up questions that depended on how 
participants responded to the questions from the protocol. During the initial interviews an 
additional question emerged which was: “What improvements to the student clinics can be made 
to best accommodate IFGS”, this was posed to nearly every participant and was added to the 
protocol as discussed in the subsequent section. Additionally when a participant did not 
understand the nature of the question, I would rephrase the question during the interview, and 
some participants directly asked me to do this. Sometimes participants would ask me to explain 
the meaning of a question or certain words in the question, so I would provide some different 
examples of how other participants had responded. My presence during data collection ensured 
that participants could get immediate clarification of a question.  
This project draws exclusively from the experiences of female participants, because as 
shown at the beginning of the paper, females statistically experience worse health than males, 
especially females in the US who do not speak English as their first language, as documented by 
the CDC (2013). The sample size is 20, which are the interviews I personally conducted within 
the larger diversity grant funded project. Interviews were mostly conducted on campus, with the 
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exception of one, which was conducted via Skype. There was diversity amongst the participants 
themselves. The participant age range was between 23 and 39 years old, with one participant 
declining to reveal their age. There were 3 participants that mentioned having a child and at least 
2 participants mentioned that they were married. Out of the 20 participants, there were 13 
different nationalities represented. Participants came from the following countries: Sri Lanka, 
India, China, Japan, Sweden, Canada, Belgium, South Korea, England, Botswana, Mexico, 
Argentina, and Thailand.  One participant became a naturalized US citizen the year the interview 
took place. She was not born and raised with US culture however, and was included in the study. 
Additionally one participant was an international post-doc, and was also included in this study. 
Interviews lasted anywhere between 13 minutes and 58 seconds to 40 minutes and 37 seconds. 
The average interview lasted around 20 minutes. Additionally I would only run the tape recorder 
once I asked the first interview question and would shut it off once they had finished answering 
the last question. Participants were informed when the recorder was on or off.  
All participants have been assigned false names to maintain the personal nature of their 
responses, whilst also preserving their anonymity. As mentioned earlier, each audio recording of 
the interviews was transcribed into an anonymous Microsoft Word document and was double 
checked for accuracy. Once every interview was transcribed, they were uploaded to the 
qualitative coding software, Nvivo 10. As stated previously the data was broken up into codes 
using the constructivist grounded theory method (Charmaz, 2014). Before I began the digital 
coding process, I re-read the interview transcripts to get a general sense of commonly occurring 
ideas that cut across the interviews.  When using grounded theory, a researcher must constantly 
be looking over the data, in this case the interview transcripts, to explore as many interpretations 
of the data possible. This process was easier for me since I conducted the interviews. Therefore, I 
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could refer to my memory of when I conducted the interviews and had the recordings so I could 
refer back to the tones of the participants’ voices. During the entire research process I took 
handwritten notes, in grounded theory this is referred to as memo-ing. These notes tracked my 
various interpretations of the data and not only helped jog my memory during various phases of 
the research process, but they also helped the brainstorming process that took place before the 
execution of each part of the research process.   
Once I took initial notes on the content of the transcripts, I began the first part of the 
digital coding process, the creation of open codes. I used the Nvivo 10 software to create and 
store the open codes. In the software itself codes are referred to as “nodes”. The creation of open 
codes began as an emergent process, in that open codes were created at the same time data was 
being filed into the open codes themselves. Some examples of open codes were: communication 
issues, importance of ability to de-stress, and student lack of time. Overall 47 salient open codes 
emerged. Almost any idea that is distinct and comes up several times in more than one transcript 
was treated as an open code.  
The next step in the coding process is the creation of axial codes. In this step of the data 
analysis, the set of codes are created before the researcher begins coding the data again. Axial 
codes are created by analyzing the open codes and collapsing them into as few categories 
possible whilst staying true to the data itself. After examining the initial 47 codes I was able to 
collapse them into 14 axial codes. An example of this from the data, would be open codes such 
as: student lack of time, student lack of resources, and students’ financial issues were all 
collapsed into the newly formed axial code titled-difficulty of the female graduate student 
experience. Therefore any open code that fit, like the examples provided, became part of the 
example axial code. This process filters out superfluous codes to get to the heart of the data. 
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Once I had the 14 axial codes, I then went back to the interview transcripts in the Nvivo 
software, and coded the data again based upon the new codes.  
Once every line of every transcript was scoured and appropriately placed into their 
corresponding axial codes, I began the next portion of data analysis, which is the creation of 
themes. While constructivist grounded theory (Charmaz, 2014) was helpful with the micro-
analysis of the data, the culture-centered approach (Dutta, 2008) is primarily what informed the 
macro-analysis of the data. While I was constantly reflexive of the culture-centered approach and 
its aims during the data analysis process, the method itself is more significant in the theme 
creation stage of data analysis, and I was able to allow the theory itself to inform the creation of 
themes. The themes provided a framework for the construction of the results section, happened 
to be reflective of the interview protocol itself. Overall there were 4 themes total and are 
discussed in the subsequent results section. Each theme builds upon each other, and the first 3 
themes parallel Dutta’s culture-centered triad. This became an intentional choice once it was 
determined that the axial codes could be created into themes that paralleled CCA. Theme 1 is 
IFGS portrait of ideal health, which comprises conceptions of health along with health values, 
which mirrors the culture portion of Dutta’s triad. Next, theme 2 chronicles the barriers to ideal 
health that IFGS face in the US, this theme heavily interacts with and informs the structure 
portion of Dutta’s triad. Next is theme 3 which deals with the actual health experiences that 
IFGS have had in the US and how they reconcile their vision of ideal health with the barriers that 
obstruct this goal. These ways of integrating and expending portions of their ideal health 
conceptions in their behaviors are reflective of the last part of Dutta’s triad, agency. The last 
theme is future-oriented. Theme 4 comprises IFGS advice to prospective IFGS about healthcare 
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in the US and ways that healthcare at the university can improve and be more inclusive which is 
reflective of the information in the previous themes.  
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Chapter Four: Results  
Before delving into the thematic results I will briefly mention how researcher reflexivity 
informed the project. During the interviews themselves I took great to allow the participants to 
speak freely and to not discuss any of my personal opinions on topics that were discussed unless 
I shared a specific opinion with an interviewee. Since my theoretical lens is critical, I carefully 
examined places in the data where I could offer constructive critiques of the structures that were 
discussed, so that those critiques could eventually be provided to the structures discussed. During 
the analysis, I tried to reflexive of the participants’ responses and not to let my critical 
background obscure any relevant data, this assisted in the creation of the adapting strategy which 
will be discussed as part of theme 3. 
 As previewed at the end of the last chapter, the data analysis will be organized below 
parallel to the cohesive thematic arc of the results themselves. The first theme will be IFGS 
student meaning-making with regards to their health, therefore the way they defined health will 
be illustrated, followed by their health values. The next theme will be a highly detailed look at 
health barriers IFGS face as purported by the participants themselves. The barriers will be 
broken down into three sub-section. The first will be cultural barriers to health, the second will 
be structural barriers to health, and the last will be participants’ general concerns about health 
and healthcare in the US. The third theme looks at the interplay between the first two themes and 
will discuss the ways that IFGS reconcile their health values with the barriers to health they face. 
These agentic strategies, of which there are three, that participants engaged in will each have its 
own subsection. The strategies discussed will be: adapting, compromising, and avoiding. The last 
theme to round off this chapter will discuss participants’ recommendations for how to apply this 
information. Their recommendations are split into two parts. The first will be their advice to 
prospective IFGS about healthcare in the US, and the second will be participants’ suggestions for 
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improvement to the university clinic. Therefore the thematic arc will begin with participants’ 
conceptions and will end with what their recommendations for the future.  
What Does Health Mean to You? A Portrait of Ideal Health  
As theorized by Dutta (2008, p.261-262), utilizing the culture-centered approach involves the co-
construction of knowledge and the co-creation of health narratives. Therefore, the first step that I 
took in centering IFGS’ voices was to present a summary of IFGS’ health definitions and values.  
The act of defining a concept is synonymous with meaning-making which is a fundamental 
process that is dynamic, contextualized, and experience-based. The meaning-making process is 
deeply embedded in Dutta’s conceptualization of culture. Therefore this portion of the data was 
squarely placed in the culture portion of the CCA triad. The summarized composite of IFGS’ 
conceptions of health came from the answers to the first three questions on the interview 
transcript, which were: 1.) What does the word health mean to you? 2.) What does being healthy 
mean to you? and 3.) At this point in your life, what factors are the most important to you for 
your health?  
Defining Health 
Overall most participants had a holistic definition of health, which somewhat mirrored 
the WHO (2015) definition of health as being “a state of complete physical, mental and social 
well-being”. If participants discussed more than the physical aspect of health in their health 
definition, then it was coded as a holistic definition of health. The WHO (2015) was used as a 
loose standard for defining health holistically.  Chen’s conceptions of (March 13, 2015) what 
being healthy meant to her was a common ideation of health that came up in multiple interviews:  
Being healthy also means if I… I think there are two sides. One is physical health and the 
other side is mental health, psychological. So being healthy also means…my lifestyle is 
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good. If I do exercise, if I eat healthy, if I have very good sleep, if I have very good 
relationship with other people, so I mean health means a lot. 
Chen hit on all aspects of the WHO definition (2015), she specifically stated the relevance of her 
psychological well-being as an important component to being healthy. She then discussed the 
physical component, one was when she exercised she was healthy, and she lastly hit on the social 
component of health when she said that being healthy involved having good relationships with 
other people. The majority of participants said that health comprised both their physical and 
mental well-beings. While some participants explicitly stated social well-being as being a part of 
health, some (like in the quote above) conceived social well-being to be synonymous with 
mental health. The participant implied that her social health was tied into her mental health when 
she discussed the importance of having good relationships with other people. Here was another 
example of defining health holistically, which was Meena’s response (May 8, 2015) to the first 
question: “Uh health? I will describe it like a perfect balance between mind, body, and soul. It 
just does not mean physical fitness but also mental fitness, to me at least”. Many participants, 
like Meena above, explicitly stated that health comprised their psychological and physical well-
beings.  Moreover, Fan remarked that she would not have included mental health into her overall 
health definition if she had not moved to the US (April 14, 2015). That expansion of her health 
definition demonstrated the dynamic and flexible nature of culture, specifically her conception of 
health got broader once she moved to the US. 
 Lastly there was a minority of participants who held a normative definition of health, and 
exclusively defined health in the realm of physical and bodily health. Kasi’s response (April 2, 
2015) to what being healthy looked like to her, summed up a typical ideation of this view of 
health:  
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Being healthy means to me that I should not have any major issues. I mean good health is 
not having ailments, but being healthy means not having [bad] cholesterol, not having 
diabetes, any major big things I’d not like to have, and if I don’t have I will consider 
myself healthy.  
This quote represents the “absence of ailments” conception that the WHO (2015) definition 
references. It is also appropriate to be reminded of the open-ended nature of the interviews here. 
I asked the graduate students what was the first thing that came to mind when they heard the 
word “health”, what being healthy meant or looked like to them, and what factors in their lives 
were the most pertinent to their health, in their opinion. These questions were not meant to be 
leading in any way and were designed to elicit the most authentic answers from the participants 
to keep their voices in the spotlight.  
 Oftentimes that first question, ‘what does health mean to you?’, would catch participants 
off guard, even though they knew that I was going to talk to them about health. These were 
graduate students studying fields as diverse as neuroscience, woodwind performance, and 
criminal justice (all actual majors of the participants). But this question had the ability to stump 
students from a variety of fields of study. Health or lack thereof is essential to the human 
experience, yet a conception of the word itself tends not to be given much critical thought. After 
a few participants had been interviewed, I got into the habit of reassuring participants that most 
people struggled with the question regardless of how simple it was. This reaction highlighted the 
importance of the second question, while a few participants were repeating themselves a bit 
when asked what being healthy meant or looked like to them, it was extremely helpful to the 
participants who struggled with providing their definitive health definition. To describe what 
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being healthy looked like made it easier to elicit all participants’ health conceptions because 
describing healthiness was less abstract than creating a definitive health definition.  
Health Values 
 Building upon participants’ conceptions of health, the third question (what factors are the 
most important to you regarding your health?) attempted to discover the aspects of health that 
were the most salient to each individual interviewee. This question enhanced the overall 
composite data used in the culture portion of Dutta’s (2008) CCA triad, because I was not only 
able to represent participants’ definitions of health, I was also able to learn their particular health 
values.   
 What IFGS’ valued in relation to their health was roughly reflective of the way they 
defined health. In the axial coding scheme there were two codes reflective of participants’ salient 
health values which were: 1.) placing value on physical/bodily health and 2.) placing value on 
mental/social health. Mental and social health were paired together because the participants 
themselves did not make a clear distinction between them. Every single participant placed some 
amount of value on their physical/bodily health and well over half of the participants placed 
value on their mental/social health. In fact, even though not every participant placed value on 
mental/social health, out of all the interview transcripts there was almost the exact same amount 
of references made to the value of mental/social health, as references made to the value of 
physical/bodily health. Predictably, another factor that played into what participants placed value 
upon with regards to their health was their identity. 
 Astrid’s response (April 3, 2015) to what factors were most important to her health, was a 
fitting example of valuing all the factors mentioned above. She placed value on her 
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physical/bodily health and mental/social health whilst she also illustrated the significance that 
identity had on her health values:  
Right now the most important factors are…that I can 100% perform since I am an athlete, 
and it’s very important for me to be like healthy enough and when I say healthy enough I 
mean injured-free, in order to complete all the workouts that we have, and again also the 
mental part of it is just to be able to be healthy enough to have the focus on my goals as 
an athlete… I would judge my healthiness in regards to how well I can practice…I would 
say that would be most important for me [right now]. 
Her values specifically related to whatever health factors assisted her in maintaining peak 
athletic performance. This not only included maintaining an injury-free status so that she could 
perform all her team workouts, as she was also concerned with maintaining her psychological 
health so she could stay completely focused on her goals as a college athlete. Maintaining these 
aspects of her health worked in tandem; the betterment of one directly benefitted the other.  
 Kasi reflected that the importance of her health was tied into her identity as a mother: “I 
would say since I’m breastfeeding her, I would like that whatever I take…in my diet and 
whatever I’m surrounding myself with should not affect my breast milk supply, [and] the quality 
of that breast milk supply” (April 2, 2015). This was one of the interviewees who gave a 
normative definition of health, but the health factors she valued most were tied into staying 
healthy for her child.  
 Participants’ priorities with regards to their health and health values ranged from the 
significance of their international student status, to their graduate student status, to the 
maintenance of their overall well-being. These values are shown below in corresponding order. 
Fan spoke about the impact being abroad had on her health values:  
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I think it’s very important that I won’t have any very serious…health problems because 
I’m now abroad…I mean I’m in a foreign country now…so I will make sure that I will 
not get sick. So it will be convenient for me to stay here and also save me a lot of time 
and energy and money (April 14, 2014). 
She valued staying healthy, because she did not want to deal with the consequences of being ill 
in a foreign country.  
 Next Mei exhibited common graduate student health values: “I think sleep is definitely 
[laughter] and eat and…balance the time of study and rest. I feel like I stay in the lab all the time 
and like I don’t get enough rest and need some time to like go out…that’s important to me” 
(March 30, 2015). She valued being able to achieve a balance between her well-being and her 
academic pursuits, even though it was a bit of a struggle.  Charlotte described the factors that 
were important to her overall well-being when she discussed the actions she had taken to 
maintain it:  
Well…I exercise like every other day. I do a lot of running and stuff, and that helps me 
both physically and mentally because I'm under a lot of pressure. So I basically run to 
kind of release frustration or whatever, all the anxiety of the day…So, I suppose for me, 
like if I do that and then also I'm a very healthy eater, so I don’t like eating really, really 
unhealthy stuff and that certainly makes me feel horrible in the end (April 15, 2015). 
With regards to health, she valued her overall health regimen, because she had found one that 
was successful for her.  
 The descriptions of health above served to highlight the way that IFGS defined and 
conceived of health, it also illustrated the aspects of health that held the most salience for the 
interviewees. The participants’ conceptions and values of health provided the core foundation to 
  Running head: BE OUR GUEST 
42 
 
understanding their experiences. Since the ultimate goal has been to center IFGS’ point of view, 
they were treated as experts not only on the topic of their own personal health experiences and 
the barriers to health they have faced, but also on the meaning of health itself. Barriers to overall 
well-being and interactions with institutional medicine could only be fully and properly 
understood with the base knowledge of what meanings and values are attached to health by an 
individual. Therefore, in concurrence with centering participants’ meanings and values, privilege 
could suitably be lent to the barriers they faced to overall well-being.  
Barriers to Health in the US and/or at UC 
It was crucial to uncover and highlight the barriers that IFGS faced with regards to their health, 
so that their unique health concerns could be given the same weight as any other student. Now 
readers should be reminded of the disclaimer on critical scholarship provided earlier in the thesis. 
Critical health communication scholarship is interested in how patterns of communication 
elucidate asymmetries in power, leading to worse health outcomes for those that lack societal 
and economic power. Critical scholarship engages the art of critique, not for the purpose of 
touting hopeless, angry, pessimism, but for the purpose of bringing to light systemic and 
ideological flaws to invoke the process of positive, benevolent change. Culture-centered critique 
unearths the genuinely unique struggles of those traditionally “de-centered” to pinpoint where 
best to start the process of inclusion.  
Before the more specific overall barriers are discussed, it is important to note that within 
the axial coding scheme, participants had the most comments about the “difficulty of the 
international female student experience”, and their next most commented upon topic was 
“concerns on health and healthcare in the US”. These facts further highlighted the necessity of 
this project. This portion of the data is organized into three parts: 1.) cultural barriers, 2.) 
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structural barriers, and 3.) general concerns. Part of the subsequent section fills in the structure 
portion of Dutta’s (2008) triad and will give readers a better understanding of the health context 
that IFGS found themselves in.   
As outlined by the participants, cultural barriers to health included all of the difficulties 
that came along with being a female that had migrated to a new country for graduate work. 
Therefore, cultural barriers were split into two parts: 1.) the cultural barriers to health that a 
person experienced as a result of living in a different country and 2.) the barriers to health that 
are ingrained in graduate school culture.  
Cultural Barriers  
Moving to a new place tends to be a difficult process, but moving to a new country is 
even more difficult, which Sakari explained: “There will be so many people who are not with 
their friends so I think the first few days will be a really tough time for them, staying away from 
family, maybe if it is for the first time, then that’s more difficult” (March 31, 2015). As Sakari 
said many international students had to deal with the loss of their primary support network 
,which included friends, family, and even doctors. Julie illustrated the difficulty of losing the 
medical support from your home country: “You lose the whole support team that you have in 
medical facilities. I mean I was connected to people at the hospital, my own family doctor, those 
kinds of things” (April 9, 2015). Then the hardship of moving away from family was further 
discussed by Meena, “Um the other thing I think, emotional stress would…again we’re apart, 
away from our family and we’re not having that family support with us” (May 8, 2015). Also 
Soo-jin supported this idea, “Because most of the students are separated with their family and 
their original friends in their country…they have a hard time making new friends…that might be 
the concern” (April 10, 2015). As Meena said (May 8, 2015), a serious stressor that impacted the 
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emotional health of international students was moving away from their primary support network 
of family and friends and knowing that would have to start from scratch in the US. Those first 
few months can be incredibly lonely.    
Another cultural barrier to health that came along with moving to a new country was 
food. Having to alter one’s diet can be a hurdle for a number of reasons. Astrid outlined a 
common food conflict that many international students must reconcile: “that was the main 
difference coming to the States, the food choices, and what they perceive as healthy and what I 
perceive as healthy” (April 3, 2015). This was exacerbated because of the US’s reputation of 
poor eating habits as mentioned by Amy, “There’s so much fast food here that…it would be easy 
not to be healthy” (April 7, 2015), and Kasi “Certainly once you come here, the food is so 
different. [laughter] A lot of girls they tend to put on a lot of weight because you are caught 
unguarded and you end up eating whatever comes your way” (April 2, 2015). These sentiments 
were further echoed by Mei: “food is different…so I sometimes don’t know what to eat is the 
problem” (March 30, 2015). Many international students had to figure out how to adjust to a 
country with a completely foreign diet, which was made even more difficult when many IFGS 
first arrived in the US and did not know anyone or the layout of the city.  
Some IFGS’ had young children, so making sure that their children were eating healthy 
in the US, when their children were not in their care was an additional concern. Gabriela 
specifically discussed her concerns with her child’s daycare: “I mean they have a nutritionist 
who kind of do the menus, yet they still give them pizza rolls and I’m like what? Like you don’t 
give this to a child like I don’t think I even…ate a hotdog until I was like six years old. 
So…that’s just very different for me” (May 11, 2015). On top of having had to adjust their own 
diet, Gabriela also had to worry about her baby’s diet too. In addition to the difficulty that came 
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along with adjusting diet to a different culture’s eating habits, came the added struggle of the 
language barrier that some international students struggled with.  
While many international students were fluent English speakers, the language barrier was 
still a hurdle for some, and served to isolate IFGS. It was sometimes challenging for IFGS even 
when they were comfortable speaking English, which Fumiko elucidated: “you think that you are 
like speaking English, but some people cannot understand what I’m saying. It’s so frustrating 
you know? It’s just mentally like really depressing actually” (April, 21, 2015). This could be 
further aggravated because Mei explained that as an IFGS, “sometimes you can’t express 
yourself very clearly” (March 30, 2015).  The language barrier was particularly worrisome in the 
context of getting medical treatment. Take Soo-jin for example: “I have been to the student 
health center some multiple times and…it was hard to describe my health condition accurately 
because I didn’t know…the vocabulary for…health they use …and they couldn’t 
understand”(April 10, 2015). Even when an English-as-a-second-language speaker was 
proficient with the language, they might have never learned any medical vocabulary. 
Additionally, Katsumi supported this idea when she discussed that even she did not always know 
the medical terms in her native language. She also stated that “if there’s something wrong,… 
there’s many things you have to go through like,…make a phone call might be a little bit tough 
for...you know, the…English speakers as a second language” (March 27, 2015). Having to call a 
doctor was also an issue that Fan faced:  
Although I think my English is very fluent but I can still have some issues about that. 
Like I will hesitate to call a doctor...Because I cannot see their mouth now so it’s very 
hard. And I think I, I don’t know whether that’s only my issue or it includes all Asian 
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students. The problem is that we are a little shy to just to reach out like that, so that’s 
maybe my biggest concern (April 14, 2015). 
Many international, graduate students completed their undergraduate education in their country 
of origin. Therefore there was the added stress of a different educational style to contend with, 
and the oft taken for granted common body of knowledge that one learns in their country of 
origin. This barrier was discussed by Astrid: 
Then also maybe the stress level again, coming from another country… there’s some 
stuff that we don’t understand when you are in a class setting that is like, ‘Oh, you don’t 
know this, we knew this from way back when.’ It’s like, ‘uh what?’ or like words…today 
we were talking about diseases in one of my classes and they talk about vectors. And I 
was like I don’t know what that means… Because I never took science from high school 
(April 3, 2015). 
Then Padma discussed the hardships of her first year of schooling in the US, which was graduate 
school: 
Because I have done my schooling and lived my college life in India, not in US. So this is 
totally different. We don’t study this way so it was a change of procedure. So it was very 
stressful…it was difficult and especially I was an international student, I was not used to 
the culture, the student life (February 23, 2015).  
Padma highlighted some adjustment issues that an international student will have faced. Fan then 
reiterated the difficulties of having moved to a culture with a different educational style. “For 
example in my own country we won’t be doing any presentations in class, but that is a very 
typical way to you know [teach here], even it can be a final exam that term…so if they 
[international students] are not doing well sometimes professors will not understand us” Higher 
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education in the US is very interactive and participation-based, so students who were mainly 
used to lectures and book-learning, had a harder time in their US classes.  
 On top of adjusting to education in a foreign country, there were also the universal health 
barriers that all graduate students have contended with. Shey summed up the root of the health 
barriers ingrained in graduate student culture, “we are very busy, so mentally we are in a 
stressful situation” (February 13, 2015). As discussed in the literature review, difficulties coping 
with graduate student stress was incredibly common. Stereotypes of graduate students were that 
they do not have free time, they do not have much money, and they are constantly stressed. All 
of these stereotypes were brought up in the interviews. Mia outlined the barriers to health that 
were embedded in the culture of graduate school: 
People become so overwhelm[ed] with grad school work, and then for example mine is 
lab-based…and some students work 12, 14 hour days, 7 days a week and I don’t think 
they realize the impact that that has on their well-being…But because there’s such a 
stereotype with being a grad student that not a lot of…our PI’s, like the lead of every lab 
understands that the lab comes first…and like your well-being and health come second 
(May 12, 2015). 
When health became a secondary priority, then making time to eat well, exercise, socialize, and 
properly sleep began to fall by the wayside. Gabriela highlighted additional challenges that 
graduate students have encountered: 
I think that’s probably the biggest challenge, like just being able to prepare your own 
food…I think all my colleagues will agree with me that they just don’t have time to be 
cooking…So that’s probably the biggest challenge for me at least…but I feel like for 
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them too…And that’s like a big part of your health, what you eat. But what else can you 
do, I mean you will be punishing your grades right? (May 11, 2015) 
Here, Gabriela illustrated the tension between being a successful graduate student versus 
prioritizing self-care.  
A significant aspect of graduate school was being able to manage overall well-being 
along with workload. As stated above, some of the barriers to well-being in graduate school 
sometimes took a toll on students’ physical health, for example when students devoted so much 
time to work, they were not eating properly, sleeping enough, or exercising. This was a pertinent 
concern, especially since the nature of most graduate work is sedentary. Being a graduate student 
also created barriers to mental well-being, as Amy discussed: 
I think mental health especially has been affected by being in graduate school…I know a 
lot of people who use the counseling services and I’ve used counseling services in the 
past…Because a lot of graduate work is so solitary that you have to really be aware 
of…how you’re feeling because I think it’s really easy to…get depressed and kind of get 
lost in yourself, in your own work and start to alienate other people (April 7, 2015). 
Many international students already had to overcome isolation as a result of migration, then not 
having had enough time to meet new people served to further isolate IFGS. Graduate school 
culture could be quite a challenge to navigate. This could be compounded by the difficulty of not 
making enough money to live on which is touched on next in the structural barriers encountered 
by IFGS.  
Structural Barriers  
Dutta (2008) states that structures have the paradoxical ability to limit as well as enable 
access to resources. Therefore, while a clinic or hospital might have enabled access to health 
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resources, a number of factors such as: cost, complexity, and accessibility could have served to 
limit those same resources. To begin, as Katsumi said: “healthcare in [the] US, well it’s 
definitely not easy” (March 27, 2015). All international students were legally required to 
purchase a health insurance plan when they come to the US. Therefore, whether or not an IFGS 
utilized their US health insurance, they most likely paid for it. 
While having student health insurance might have been extremely helpful, it could also 
have served as a barrier when it did not cover everything a student needed. For example, at the 
time this was written, the student health insurance at UC did not include dental or vision 
coverage. Meena spoke about how she had to get her contact lenses from her home country, 
because it was too expensive in the US. Additionally, Mia outlined the lack of coverage as a 
structural barrier: “staying healthy, if we look at it from the system…we don’t have good health 
insurance. We actually have a terrible health insurance. I wear glasses, I don’t even have eye 
doctor insurance”.  She went on specify why it was an issue: “I work in a lab, like I work behind 
a microscope. I need my glasses, and I need my glasses to be the right prescription” (May 12, 
2015). Mia also discussed how she had not been able to afford to repair her broken glasses. Not 
having had the option to get vision or dental coverage on the student health insurance created 
hurdles to good health for some participants, like Mia above.   
This led to the issue of cost, brought up by Amy, “I would say that major health concerns 
are definitely financial, like in terms of insurance” (April 7, 2015). Cost of health care was a very 
commonly brought up issue across interviewees. In fact, almost every single participant 
mentioned how expensive healthcare was in the US. Healthcare in general, emergency room 
visits, riding in an ambulance, health insurance, and medications, were all brought up by 
participants as being too expensive. Based on participants’ responses there was clearly room for 
  Running head: BE OUR GUEST 
50 
 
improvement regarding the student health insurance. Duanphen gave her opinion about the 
student health insurance: “even though you are insured with a health insurance company, that 
helps too but that doesn’t help much” (May 12, 2015). Then Gabriela, who did not have student 
insurance, commented on her issues with US health insurance in general:  
I have been hospitalized two times here in the United States and I’ve been very 
surprised…how much I have to pay at the end, like a thousand dollars, and I’m like 
what?! Like I’m already paying…I think we’re probably paying now like about four 
thousand dollars per year…because it’s for I mean three of us and everybody’s like ‘oh 
but you have such a good insurance’ and I’m like what’re you talking about, this is not a 
good insurance, this insurance sucks (May 11, 2015). 
Since many IFGS came from a country where healthcare was largely subsidized by the 
government, the cost of healthcare surprised them. Katsumi spoke about how she had to pay a 
couple thousand dollar ambulance fee, because she could not walk due to stomach cramps. She 
did not want to go in an ambulance, but it was called for her anyway. This was especially 
baffling to her, because ambulances were free in her home country. Next Julie also brought up 
this issue:  
Here I am kind of scared sometimes to know, I don’t have any idea what the bill is going 
to be on my appointment, you do the co-pay but you don’t know what you are paying for. 
You get laboratory tests done but you have no idea what they are going to cost. So that is 
a major issue (April 9, 2015). 
While many participants were used to governments subsidizing health, they were not given an 
accurate picture of US healthcare costs and what to expect.  
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 Besides cost, accessibility was another structural barrier that participants brought up. If 
an IFGS did have student health insurance and had been to the university clinic, they would 
almost certainly bring up the long wait times, which I had experienced myself. At the time of this 
project, the student clinics (of which there were two) were not open on the weekend, both opened 
around 8:30am most weekdays and both were scheduled to close at 4pm. Additionally, the 
student pharmacy was open the same hours as the clinics. Since the hours were sparse, they were 
difficult for graduate students to make. This also did not take into account the fact that the clinics 
and pharmacies closed when there was a university-wide snow day. In the winter of 2015, the 
university was closed for a week straight due to snow. During this time students were unable to 
refill or pick up new prescriptions. There was (and currently is) no student alternative to get 
around this inflexibility of availability. The difficulty of accessibility for graduate students was 
further elucidated by Mei:  
For graduate students I think especially, for like our major we stay in the lab all day long, 
like you find it very hard…if they are open at working hour[s] and we also work [these] 
hours. It is very hard to find the time to go there and to make an appointment. I think this 
is a problem (March 30, 2015). 
She also went on to talk about how she once went to the clinic for treatment around twenty 
minutes before the clinic was scheduled closed and was turned away because she was told they 
were closed. Moving on, Kasi (May 2, 2015) gave another specific example of the accessibility 
issue, recounting when she and her husband got the flu in the US: 
I got it and I had to go almost 5 miles to a clinic. And we were both sick and we couldn’t 
have anyone else come pick us up and I knew that if we [called] the emergency services 
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there could be a big hole in our pockets. So that is probably one of the hardest things I 
find here. The accessibility of smaller clinics is not as much as we would like. 
She also went on to discuss the issue of the clinic not being open in the evening: “another 
thing is everything shuts down at 5 o’clock. After 5 o’clock everything is just emergency…but 
[if] you start having kidney pain in the evening and you cannot sustain, if you want to go and see 
a doctor that is not possible here”. Health and illness will not work around a student’s schedule, 
so this issue of inflexibility was a point of worry. This issue seemed even more frustrating 
because it occurred at a university with a large medical campus. Additionally, Kagiso (April 14, 
2015) also mentioned the lengthy weight time, whilst Soo-jin, Lin, and Mia all discussed delays 
they experienced in treatment due to lack of appointment availability. 
 The last structural issue was a general lack of available information to IFGS at the 
university and the overall complexity of US healthcare. Amy discussed the complexity of the 
student insurance, “it’s really unfortunate that there’s not more information about how…the 
insurance works and how you can use it”, and she also talked about her lack of access to 
information. “I don’t know anything about the healthcare marketplace or like anything really…I 
just don’t even know where to go to get that information, like when I went to the international 
services office I just got a million brochures” (April 7, 2015). As stated previously many 
students came from countries with government subsidized healthcare and did not know where to 
find useful information on healthcare in the US. Soo-jin mentioned that she was not familiar with 
the referral system before coming to the US, and that she had heard a lot of talk about 
Obamacare, but did not know if it was relevant to her at all. Padma, Julie, and Gabriela all 
discussed the complexities of healthcare in the US. Lastly, Mia summed up the problem of IFGS 
not having enough access to healthcare information: 
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We’re really not given any information and we’re not educated about our health system, 
like what they offer, what we get, type of thing. You only find out when you need 
something. So I’m not saying that our service is particularly bad, we just don’t know, we 
don’t know anything about it…like some people don’t even know where to print the 
[student] health insurance card because no one told them (May 12, 2015). 
Leftover Concerns on Health in the US 
Now that cultural and structural barriers were laid out, the general concerns that IFGS’ 
had about health and healthcare in the US, and all other barriers to overall well-being can be 
addressed. First of all many IFGS lacked access to transportation, and the lack of a car and/or 
their primary support network could make it difficult to get medical care. Even students who had 
a car in the US had difficulties with their medical care since regardless of whether or not they 
had access to a car, they might have been too sick to drive, or they might have been getting a 
procedure done that hindered them from driving home. This was the case with Soo-jin, who 
owned a car and received surgery in the US, she had to find someone to pick her up from the 
hospital. Charlotte additionally brought up a good point that went beyond being separated from 
home, “I think that maybe I’m more vulnerable to having a bit of a wobble than say somebody 
that’s from the US, just because if anything happens at home, I can’t get home…like I physically 
can’t afford to get home” (April 14, 2015). Most international students would have had to buy an 
expensive plane ticket if they ever wanted to go home and get support from their loved ones, so 
the consequences of illness could be harder felt for an international student. While the impact of 
losing a primary support network had on IFGS was discussed prior, some of the further reaching 
effects of that, like lack of transportation options or general added support during illness, were 
not fully discussed.  
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Being unable to get around in a new country/city was not the only leftover concern for 
IFGS,, there were also fears and concerns about their health in the US in general and getting 
treated here. Kagiso commented that she had been less healthy than when she was back in 
Botswana, “my health, I wouldn’t say has improved. Just actually more not it’s worse like from 
being here because…there’s easier access to junk food” (April 14, 2015). Consistent with the 
data about the health outcomes of populations that immigrate to this country, some international 
students experience a decline in their health because of the American diet. It was not just an issue 
of decline in healthy habits, there was also the more serious concern that a few students had that 
since their bodies were ethnically different, there was some concern that doctors would not be 
able to properly treat them. This concern was brought up by several participants.  
Padma said: “I am not sure how well they [doctors] will be able to treat me because I’m 
from India and my food habits, my lifestyle is all still very much Indianized…so I don’t know 
whether I’ll be able to change that and they’d be able to give me the proper prescription[s]” 
(February 23, 2015). This same concern was brought up by a participant from a different country 
than Padma. Soo-jin relayed this concern more than once, “they [doctors] might have [a] 
different standard of the body conditions”, she was also a participant who received surgery in the 
US. “During my surgery I was very concerned that…they might not be familiar with people, well 
the body of the people from [a] different country” (April 10, 2015). She also voiced her concern 
that medicines might react to her body differently than they do to US citizens. Although some 
IFGS believed US doctors to be competent, they still had concerns like doctors not being familiar 
with the way their body metabolized medicine as compared to an American. There was also a 
concern about diet and a worry that American doctors would not take into account a patient’s 
eating habits and the affect that had on their wellbeing.  
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Adding on to those concerns were the anxieties that some participants had about utilizing 
a US in general. This was especially true for IFGS who had not used any healthcare services in 
the US previously, and could also relate to participants lacking information on the healthcare 
system. Charlotte who had only been in the US for 3 months at the time of the interview 
embodied this concern, “certainly the idea of going into an American hospital terrifies me. 
Mainly because I’ve absolutely no idea what it would be like” (April 14, 2015). Amy had similar 
concerns: “you know, I hope that I never have to go to a hospital [here] because I’m 
terrified…by how expensive that’ll be, or like what if you do something wrong and you get like a 
thousand or couple thousand dollar bill. I’m very worried about that” (April 7, 2015). Then Julie 
discussed her concerns not just about getting treated, but also her lack of knowledge about the 
structure itself “I must say it’s a little bit frightening finding your healthcare system here…like I 
am on the pill, I have no idea how I would have to obtain it here. Whether I would have to do 
any tests…I have no idea how [a] gynecologist works here” (April 9, 2015). IFGS were 
concerned about their lack of knowledge of the US healthcare system and were worried about 
getting hit with hidden costs.  
Health Experiences and Behaviors    
Now that a general synopsis of culture/health values, of participants was discussed, and an 
overview of the structures of and barriers to health that IFGS have faced was given, there can 
finally be a discussion of agency, the last part of the CCA triad. According to Dutta (2008), 
agency comprises behaviors. It deals with the way that people balance their values (culture) with 
their day-to-day experiences or interactions with their structural contexts. Essentially it is the 
unique strategies that people engage in to balance their values against the barriers they face 
towards achieving those values. Therefore, in the context of this study, it was specifically the 
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way that IFGS negotiated the health values they espoused in the first section, with the barriers 
they had faced in the second section.  
There were three different strategies or outlooks that IFGS employed to resolve the 
conflict between their health values and the barriers that hindered them from attaining them. 
They were 1.) Adapting, 2.) Compromising, and 3.) Avoiding. These strategies were not 
mutually exclusive, and the frequency of each strategy was similar to the distribution of a bell 
curve, with compromising being the most common. These strategies are detailed below.   
Adapting as an Agentic Strategy  
Engaging in adapting was similar to acceptance, or when someone acclimated (or did not 
have to change) their behaviors to adjust to their new environment without difficulty. Some 
participants utilized adapting with regards to the food barrier. Sakari’s comments were indicative 
of this kind of adapting. Specifically she was talking about how she began to adjust her eating 
habits by incorporating some American food into her diet. “It took me around one to two months 
but I don’t think it’s a challenge, it’s just getting used to a new area, getting used to a new place, 
that happens everywhere” (March 31, 2015). Unsurprisingly when a participant recounted events 
that could have qualified as adapting, there was minimal to no sign of struggle or 
disappointment, or potentially no change at all. No health value was being sacrificed. For 
example, when Sakari said that adjusting her diet was not a challenge for her. After coming to 
the US, Fan’s belief was another example, “now I know that if I don’t feel well, I mean if I’m 
depressed or anxious about something, for example about failing exams or something like that, 
then I should also seek for assistance” (April 14, 2015).  Fan engaged in adapting by deciding to 
incorporate mental health into her conception of health values.   
  Running head: BE OUR GUEST 
57 
 
Adapting could also mean simply a continuation of the same habits in a new 
environment. Gabriela demonstrated an example of this: “my mom will…like she raised me in a 
very healthy way to be really, I mean to really put attention on what I was eating and working 
out every day and that just became a habit and then so now I just do what I was taught” (May 11, 
2015). Exemplifying this idea that change is not necessary for adapting was Fumiko, “each 
culture is different, but you know sometimes people cannot stand the food for example. But I can 
manage it, you know…So to me, it doesn’t have any affect for my health I think” (April 21, 
2015). When an IFGS engaged in adapting, they either did not change a health behavior or they 
adopted a new one without difficulty. 
Compromising as an Agentic Strategy  
The most common strategy graduate students undertook was compromising. This 
occurred when a participant had to sacrifice certain health values for other life values, like the 
quality of their work. Compromising health values was what participants generally did to cope 
with the health barriers discussed prior. Many compromising strategies occurred as a result of 
graduate school stressors. Duanphen illustrated this idea: “okay I should do more of the exercise, 
sleep more and all that even though it’s kind of not practical sometimes due to work” (May 12, 
2015). Many of the INFS sacrificed some self-care behaviors for the sake of their work. This 
sentiment was echoed by Mia, “I’m realizing that as you get busier and you have more things in 
your life, the staying healthy part becomes secondary to everything else that you have to do” 
(May 12, 2015). While previously Gabriela employed the adapting strategy by not giving up the 
healthy habits she had before coming to the US, she also had to engage in compromising some of 
her healthy habits for the sake of graduate school: 
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Especially the last month of every semester it gets like very very hard because you have 
to deliver all the papers, you have to like turn in all your works, all your projects on time. 
And because I’m a mother…it just becomes like so stressful and I don’t have time to 
cook or to do anything so I will just have to buy whatever is here [at the university] and I 
just hate it (May 11, 2015). 
Gabriela had to sacrifice her healthy habit of cooking for herself and her family during the last 
month of every semester so that her work did not suffer. Kagiso also discussed having to 
compromise health values for graduate school, “I exercise less as my health routine, I eat at odd 
times. Well not at odd times, late in the evening…as a graduate school student you are looking 
for like quick meals…sometimes the fastest thing isn’t really the healthiest thing” (April 14, 
2015). Not having enough time to properly maintain well-being was a constant compromise for 
many of the IFGS, and it was not necessarily because of their international status, as shown 
above it generally related to the stressors of being a graduate student.    
 Compromising the time needed for being healthy was not the only instance of 
compromise. Many participants also had to make do with the quantity and quality of healthcare. 
This occurred when participants but found aspects of the University health care system 
unsatisfactory, or felt that they were giving up a positive aspect of healthcare that they 
experienced in their home country. As previously mentioned many IFGS came from countries 
that either have free healthcare or a universal healthcare system, so the issue of cost engaged the 
compromising strategy. When Katsumi had to pay a few thousand dollars for an ambulance ride 
that she did not request, that compromise strained her financially, and had a lasting impact on her 
quality of life. Kasi got a $500 bill for an ER visit, even with her health insurance in place. She 
also discussed that she could not get financial assistance from the hospital because even though 
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she and her husband were both students, their combined income was above the cut off for 
financial assistance. Lastly, when Mia (a graduate assistant) said that she could not afford to fix 
her broken glasses, that was another instance of comprise. This lead into the compromise 
students made when they elected to get student health insurance, because their eye care and 
dental care would not be covered.  
 It was not just the financial aspect that students were compromising on, it was also the 
lack of accessibility of the student clinics. An example of this was when Soo-jin had to delay 
getting surgery due to wait times, “it took 2 weeks before I could get the surgery…but if I was in 
my country, I could have done the surgery earlier than that” (April 10, 2015). Lin also had 
similar troubles with having to wait for an appointment, “yeah last schedule took me like 20 
days” (April 13, 2015). Wait time for student care was a consistent theme brought about across 
the participant interviews, to the extent that such delays shaped students’ overall perceptions of 
healthcare quality at UC.  
 Whenever an IFGS experienced an unsatisfactory healthcare experience in the US, they 
were engaging in compromising because they were sacrificing, albeit unwillingly, their 
satisfactory standard of care. Katsumi referenced the student clinic, “I mean I understand it’s a 
health center…or a clinic, it’s not really a hospital. But I just wish like there is more service[s] 
that go farther, you know. So it cares for us. So that I’m really comfortable when I’m going to 
school” (March 27, 2015). She had had recurring stomach issues that had not been helped any of 
the times she had gone to see a doctor. Chen also had to compromise when she went to get a flu 
shot done. She asked if the doctors could remove a mole on her skin, and they told her that it was 
“no big deal and to come back if it got bigger.” I know it might not be a big deal but I want to get 
it off. So I think if the student has the requirement or has the needs to deal with their health, they 
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should be taken care of better” (March 13, 2015). She wanted peace of mind about the mole, but 
the healthcare practitioners made the decision to do nothing about the mole for her. Lin also had 
to engage in compromising when she tried to make more than one visit to the clinic. Her first 
experience was unsatisfactory so she decided to go again but ended up with the same doctor who 
prescribed her a medication for her acne that made her sick, “no offense but the doctor…[is] not 
very professional” (April 13, 2015). She tried to be proactive and gave the clinic a second chance 
but was unhappy when she got the same doctor. 
 Students also engaged in compromise when they were forced to interact with rude or 
impatient care providers. Katsumi and Mei both mentioned being rushed or treated with 
impatience by a healthcare provider at the university. Then Gabriela spoke about how a doctor 
tried to pressure her into giving her infant a flu shot. These participants were not treated with 
patience or as though they knew their own situations best. Next, Julie, who was a postdoc and 
therefore did not qualify for student health insurance, tried to call the university to get assistance 
with where she should go to get care from and the person she spoke with told her “‘you’ll have 
to go to an urgent care and that’s about it’ and then she hung up” on her (April 9, 2015). Even 
though she was a post-doc at the university, she did not get informational assistance even when 
she sought it out.  
Avoiding as an Agentic Strategy  
The last strategy that IFGS engaged in to navigate health barriers was avoiding. Avoiding 
was pretty self-explanatory, it was when IFGS avoided seeking treatment because of health 
barriers, or avoided speaking up to get the most optimal treatment possible. This might have 
been a result of anxiety, a previous unsatisfactory treatment experience in the US, or it could 
have been the language barrier that prevented IFGS from going to the doctor. Avoiding generally 
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meant valuing finances or comfort over optimal health. Padma chronicled why she had avoided 
seeking treatment in the US thus far even though she paid for student health insurance: 
I have this menstrual problem, but I’m a little skeptical to go because…I’m insured but I 
don’t know how much the insurance will cover the expenses…because I don’t have an 
income right now. So yeah that’s why I haven’t been to any doctor. Secondly, I am not 
sure how well they will be able to treat me because I’m from India and my food habits, 
my lifestyle is all still very much Indianized…so I don’t know whether I’ll be able to 
change that and they’d be able to give me the proper prescription to tackle…[the] 
problems, so yeah that’s why I haven’t been to any doctor (February 23, 2015).  
Padma touched on several barriers that were previously discussed which were: cost, lack of 
information, and concern over doctors being able to properly treat her ethnic body type. These 
were all reasons that fed into her avoiding behavior of not seeking treatment in the US.  
 A significant barrier that prompted avoiding was the language barrier, which came up 
more than once with participants. First was Katsumi who had received treatment in the US but 
did not always ask follow up questions because of the way care providers have reacted to her: 
Sometimes I’m not familiar with the medical words…you know they will just say this 
and that but I still don’t get it and then you know if I ask back like ‘uh could you repeat 
that again?’…then sometimes they get a little bit frustrated…so like sometimes I have to 
pretend that I know it, I’m like ‘oh yeah, okay, this word’ (March 27, 2015). 
When care providers had treated her with impatience, she reacted with avoidance of further 
pressing the issue. Soo-jin also commented on attempts at avoiding the student health center: 
I have been to the student health center some multiple times and it was hard to describe 
my health condition accurately because I didn’t know what the vocabulary for their 
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health they use and they couldn’t understand and they might have a different standard of 
the body conditions. And so I try not to go to the student health center (April 10, 2015).  
Her frustrations associated with communication difficulties, made her try to avoid using the 
clinic. The language barrier has also been a problem for Fan:  
Although I think my English is very fluent but I can still have some issues about that. 
Like I will hesitate to call the doctor…if it’s a regular way to make [an] appointment 
before the real date, I have to call sometimes and I will feel a little uncomfortable and 
embarrassed because sometimes I cannot understand what some people say on the other 
side of the phone, because I cannot see their mouth so it’s very hard (April 14, 2015).  
She could not understand people on the phone as well as she could in person, so she had engaged 
in avoiding to circumvent her anxiety.  
Lastly Mia decided to finally engage in avoiding the student clinics completely because 
of multiple negative experiences that she had with the clinic she frequented. Once she had to 
wait 9 days to get a prescription filled because a staff member lost it. Another occurrence 
happened when she went to the doctor at the university hospital and was given a medication that 
she had an allergic reaction to, and ended up having to go to an out of network hospital to 
discover that she had been misdiagnosed. Additionally, she had noticed that the caregivers she 
had interacted with at the university clinic she went to did not wear gloves. She also had to avoid 
using the services at the university and go out of network because she would have had to wait 5 
months to see a specialist that she needed. This collection of negative previous negative 
experiences prompted her to completely avoid one of the university clinics.  
In summary, IFGS engaged their agency by taking part in one of the three agency 
enabling strategies, which were: adapting, compromising, and avoiding. As shown above these 
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strategies were not mutually exclusive as evidenced by the fact that some participant examples 
popped up in more than one category. Mia, mentioned above, had engaged in all three strategies. 
She simultaneously engaged in adapting and avoiding, when she switched her primary care from 
the university to an out of network doctor. She had also had to compromise some of her health 
values such as regular exercise as a result of lack of time, and not getting her glasses fixed as a 
result of lack of money. These behaviors were what IFGS did to balance their health values with 
the barriers to health they faced on a daily basis.  
Participant Recommendations to Improve the IFGS Health Experience at UC 
To sum up, participants’ beliefs and values, barriers to health, and agentic strategies for dealing 
with those barriers were discussed. Lastly there will be a discussion from the participants’ 
perspective on where to go next. Therefore rounding out this chapter will be the valuable 
knowledge gained from the last two questions from the interview protocol, which were 1.) If you 
had to give advice to a potential international female graduate student, who was thinking about 
studying in the US, what advice would you give them about healthcare in America? This 
question became the axial code, ‘advice for incoming internationals’. And the last question 
which was the added 14th question discussed in the methods chapter, it was 2.) If you could give 
any advice to the university on how to make the clinics the better, what advice would you give 
them? This question became the axial code ‘suggestions for improvement’. 
Advice to Prospective IFGS 
 First were the participants’ advice to prospective IFGS about health in the US. A 
common thread of advice that came had to do with being prepared and proactive. Several 
participants suggested that prospective IFGS should prepare themselves before coming to the US 
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by making sure their vaccinations are up to date and getting a full check up in their home 
country. Meena (May 8, 2015) cautioned prospective IFGS about keeping up with vaccinations: 
If I have to share my experience I would just say that make sure you take all the 
precautionary measures because I know that people sometimes skip it…They think that 
they’re very fit, that they don’t need those vaccinations but you never know because 
you’re in a foreign land and you don’t want to fall sick here and pay all those high 
expensive treatments. So I would just tell them that, you know, follow those guidelines 
and eat well and take care of your body. And if I have to tell them anything about the 
health system here as such, I would just say it’s quite flexible. The only thing, is it’s 
expensive so just make sure you’re fit and fine. 
Meena discussed the importance of prospective IFGS getting their vaccinations before coming to 
the US and to also be proactive about staying healthy so they will not have to pay any expensive 
medical bills. Julie (April 9, 2015) and Charlotte (April 14, 2015) both brought up the annual 
women’s gynecological exam and suggested that prospective IFGS should make sure that theirs 
is up-to-date before they arrive in the US. This was Julie’s advice specifically: “I would advise 
them first of all in their home country to get some of the things that they know they need as a 
woman to get that done. I guess in a lot of ways like too if you need some certain checkups get it 
done, get it over with in a familiar place”. And Charlotte suggested to get a general checkup 
before coming to the US as she did: “I had like a clean bill of health which makes it so much 
easier so when you arrive, you know that you're completely healthy and you don’t have to seek 
care immediately”. Additionally Fumiko (April 21, 2015) suggested trying to come to the US a 
little early to get settled before the business of graduate school sets in:  
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Um well, before you start anything, for the school-wise, come a little bit earlier to prepare 
everything…Once you get in to graduate school, and then having classes, and then 
research, you don’t have much time to do that kind of thing.  So, it would be better to 
settle down first if it’s possible, and then make friends. 
The participants largely gave advice that would help prospective IFGS circumvent some of the 
health barriers they had faced.  
 Keeping up with the idea of proactivity, interviewees also suggested to get informed 
about healthcare in the US before arriving and to become knowledgeable about the insurance 
system. Several participants discussed the importance of being informed. Astrid (April 3, 2015) 
specifically discussed learning about the insurance system: “But again I think the main thing is 
just to understand like the insurance and the money aspect. Then if you do have a condition and 
you’re like 'hm I wonder what this is?', maybe you can do your own little research”. Soo-jin gave 
almost identical advice as Astrid and related it to her own experiences, “But it would be helpful 
for them if they understand the insurance system better. Yes, the insurance system was difficult 
to understand” (April 10, 2015). Similarly Amy (April 7, 2015) also discussed the importance of 
getting informed: 
Even though I haven’t been good at this, to inform themselves about, you know…what 
the insurance means and I guess how to get access to healthcare and what's covered and 
what's not covered. So I think like being informed would be the best thing especially if 
you are an international student from somewhere that’s not drivable.  
Kagiso also discussed getting information from the university on health insurance but cautioned 
prospective IFGS to be critical as well:   
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Because they can also refer you to other places if you need to go with like out of the 
school system to find. Um I would, and also take what the school says with like a grain of 
salt obviously, the fact that even though they do offer health insurance it doesn’t 
necessarily mean it’s the cheapest you can probably save money from looking elsewhere 
and still as a graduate student (April 14, 2015).  
Duanphen (May 12, 2015) also warned prospective IFGS to take care when choosing a health 
insurance. Lastly Mia mentioned that being familiar with the healthcare system was one of the 
only ways that students had agency with their healthcare:  
So I think what I would tell them is to do their research and to find out what the system is 
really like and what benefits they get and how it is that it works… I guess I would do the 
research before you need something because you can’t change the system, right? (May 
12, 2015) 
Chen’s advice bridged the idea of being proactive about getting information, but  
also discussed the importance of prospective IFGS being assertive and getting the care they need 
and deserve:  
I would let them know that they have some certain rights, they should not be afraid of go 
to ask, and many international students just don’t know what they have for their 
insurance, what is covered. And they should be brave enough…you know to go see the 
doctor and ask their questions without any hesitation, because it’s their right to do that 
(March 13, 2015). 
Similar to Chen’s advice, some participants also advised prospective IFGS to make sure that they 
go to the doctor when they need to, to be preventative with their health.  Although Padma did not 
visit any US doctors, even though she had menstrual issues, she still advised prospective IFGS to 
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visit clinics in the US, “I would say if she wants to, if she’s going through something, she should 
definitely go to a doctor and get herself checked. And not wait for something, but that’s 
important to get yourself checked and get proper diagnosis” (February 23, 2015). Very similar to 
Padma’s advice was Lin (April 13, 2015) who said, “Take care of yourself when you feel not 
well go to the hospital. Yeah. Somebody just like…I don’t want to go to the hospital. I will take 
care of myself. I will be better. I think sometimes you may don’t know what’s the problem with 
you is, you should go to the hospital”. Adding on to the idea of not waiting was Katsumi’s advice 
which elaborated further on the point that prospective IFGS need to be their own advocates, “I 
guess they should keep that in mind that they cannot be shy...about like going to the doctor” 
(March 27, 2015). She also specifically advised prospective students to get treatment right away 
when they need it, and to not be shy about making a phone call to get an appointment.  Fumiko 
reiterated the importance of assertiveness with regards to prospective IFGS getting any sort of 
treatment “And don’t hesitate to ask the questions, if you don’t know anything about it.  Just 
don’t assume that you know like you know.  If you are not sure, ask a question” (April 21, 2015).  
This could have related to culture or gender, but the interviewees were concerned about 
prospective IFGS being able to speak up for themselves and get the care they deserve.  
 Concluding IFGS advice on healthcare in the US, was advising prospective students to 
not worry and to be open to new knowledge about health, which was Kasi’s (April 2, 2015) 
advice:  
I would tell them that you would probably come to know a lot of good things that you 
would not get exposed to back in India especially when it comes to sexual health which is 
you know not talked much about… Everyone wants to explore but they do not know 
anything about safety so I would certainly say that there is a lot of exposure students 
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would get once they come here when it concerns their sexual health care which probably 
it’s accessible but not talked about in India. 
Although she spoke about India specifically, this advice could be helpful to any country with 
similar sexual politics. Next was Fan (April 14, 2015) who discussed proactivity in the realm of 
mental health, “I think just pay attention to the mental health as well. If you feel like 
uncomfortable or anxious or depressed because of something, especially the first year, the first 
month, then definitely go to visit the counselor on campus”. Although she hit on the theme of 
proactivity, her advice also went along with the idea of being open to new ideas about health 
because she stressed the importance of being proactive about mental health. This advice was not 
only relevant to international students who might come from cultures that de-emphasize the 
importance of mental health, it was also relevant for any graduate student who fallaciously  
believe that mental health counseling is only for individuals with a diagnosable disorder. While 
being open to new ideas about health was some advice given to prospective IFGS, Gabriela (May 
11, 2015) advised prospective students to maintain their healthy habits from their original 
culture:  
Probably the best advice I will give to an international is just to remain…like to just keep 
their habits as much as they can in terms of eating what you were eating at your home 
country, just exercising as you were doing in your home country, if you used to exercise. 
Just don’t just lose that because it’s very easy to get into the United States mainstream. 
[To] just start eating Wendy’s and just start eating McDonalds, and then because your 
bodies are not used to that then you can really get sick. And so I guess [also]…to not rely 
so much on the health care system here because it can be very expensive too. 
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She stressed not getting caught up in the stereotypical, unhealthy American eating habits. Also 
her advice of trying to not rely on the healthcare system related back to Meena’s advice of trying 
to stay healthy so that a student could avoid the healthcare system altogether. Overall 
participants’ advice was reflective of their personal experiences and was helpful in nature.    
Suggestions for Improvement for the Student Health Clinic 
 As previewed above, interviewees were not only asked to give advice about healthcare to 
prospective IFGS, they were also asked to give recommendations to the university clinic and 
actions it could take to improve. The summarized recommendations of the interviewees broadly 
covered four points which included improved accessibility, more informational resources, to 
provide more services overall, and to make sure healthcare providers were sensitive to IFGS. 
Each of these points will be discussed below.   
 When I asked interviewees about the suggestions they had for improving the student 
clinic, a handful of IFGS began their response like Kagiso’s (April 14, 2015), “the waiting time 
is long” and she immediately chuckled after saying that. Kasi (April 2, 2015) also laughed after 
she began her response, “I would say one thing is the wait time when you go there and walk in 
it’s way too much”. The accessibility issue was commonly cited as a suggestion for the clinic to 
work on. Mei (March 30, 2015) specifically related the issue to the pressures of graduate school, 
“It is very hard to find the time to go there and to make an appointment. I think this is a 
problem”. Mia (May 12, 2015) reiterated her concern about accessibility in her 
recommendations:  
One big thing is making services available for students, like you can’t wait 5 months to 
see a dermatologist or 3 weeks to see an orthopedic doctor. Yes I get it, but at the same 
time like it’s our health it’s not, it’s not something that you can hold back on. 
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Some participants offered suggestions to mitigate the accessibility problem like Lin (April 13, 
2015) whose response was to “hire more doctors”. And Kasi (April 2, 2015) gave a thoughtful 
response to the issue:  
For example I know we have very very few doctors and a lot of students, so if the number 
of doctors are increased during the peak hours which probably is between the 11 and 
3pm, if more doctors could be there or a few more doctors and a few nurse practitioners 
who can actually see patients it would help…Apart from that, the lean hours if you have 
fewer people it should still do…it could be shortened a little bit because you know you 
have to be there for two hours, that is for sure, there has not been a single incident when I 
went in and I didn’t have to be there for at least two hours…so something needs be done 
about that. 
Participants like Kasi above were not just pointing out problems they also provided suggestions 
on how to ameliorate those problems. Padma (February 23, 2015) had a similar line of thinking: 
If they can have…some kind of doctors available specifically for students where they 
don’t need to wait for an appointment and they can directly go. If in, especially in case of 
emergency, yeah. Because, mostly students don’t have their own cars or commute, so if 
they need something and if it’s an emergency case then…they should be allowed to just 
pop up and there would be a doctor to help them. 
Participants wanted the university to know that accessibility at the student clinics was an issue 
for IFGS. 
 IFGS from this project also suggested that the university provide more health information 
to students.  Mia (May 12, 2015) chronicled her reasoning for suggesting the university provide 
more information:  
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Advice…I think one problem is that for example…we’re not really given any information 
and we’re not educated about our health system, like what they offer, what we get type of 
thing. You only find out when you need something. So I’m not saying that our service is 
particularly bad we just don’t know…anything about it. We just… like some people don’t 
even know where to go to print the health insurance card because no one told them.  
Interviewees, like Kagiso (April 14, 2015) directly stated what kind of information students 
need, “and I do think that there is room for improvement. As in like letting students know what is 
available and at what cost and how they can access it and what's the fastest most efficient way to 
access it”. Students wanted direct and easy access to healthcare information. Julie specifically 
related the struggle to find information to females: 
Like how does the US healthcare system work, but also like what implications does it 
have if you need to find contraceptives here? I mean the pill, I am talking about medical 
contraceptives then like are there tests that they need to do, do they need to know certain 
things about you because that is information that is really hard to find (April 9, 2015). 
An idea that several IFGS brought up was the idea of having access to mentors, like other 
IFGS who could provide them with information and help walk them through the process. Amy 
(April 7, 2015) spoke on this, “So I think, you know, maybe access to other international 
students who purchase their own health insurance would be helpful…maybe more firsthand 
experience from other international students would be good”. Fumiko discussed the difficulty of 
finding information, “for international people it’s so hard to find a person to even contact” (April 
21, 2015).  
Some IFGS suggested the university employ more health promotion events. Duanphen 
talked about the benefit of health promotion events, “So if we have that that would help students 
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to go before you know, just for promotional sort of campaigns. I think that would be really good 
if they can do that” (May 12, 2015). Then Kagiso detailed this idea further:  
You could have like little drives where you get students, even students in the health care 
system where there is projects or whatever have little campaigns where you’re having 
health awareness. You can have little booth mobile clinics, where you check peoples’ 
health, like do a health test general like CVS has them at times where you can just walk 
in and get your BMI or walk in and do some kind of health test, you can have them on 
campus like let’s say you do one at the business school, one at the health school, one at 
the communication school and just have it for students who just want to walk by and 
you’re like ‘we are offering this if you are interested and you have like 5 minutes to spare 
and you can do it’…so I feel like those are small things which can make a change and 
make a difference like the overall health of the campus.  
Many participants had well-thought out suggestions like Kagiso above. Moving on, Gabriela 
(May 11, 2015) was particularly concerned about cost and also gave a detailed response 
regarding her recommendations:  
I know like the insurance covers a lot but sometimes international students cannot even 
afford like five or ten dollars…So I don’t know I will just do like something that is free, 
like some basic stuff like probably reproduction health or like I don’t know just like the 
basic stuff that a woman will need like sometimes you can get an infection, like 
sometimes you can get flu like just those basic needs to be just covered for free. That 
doesn’t even have to be a doctor it can be like some student that is also…doing some 
practices … I mean that can totally give a prescription for something that is very simple 
and so in this, there is no need for the person to actually go and lose like two or three 
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hours in seeing like a real specialist for a flu or for a cough. So I just think that that will 
help, that would be a good suggestion to just give something that you can be fast and not 
so expensive. 
Gabriela wanted the university to find ways to make sure that IFGS that were low-income 
earners would be able to receive basic care.  
 IFGS had several ideas for ways that the university could improve its health services. 
Soo-jin (April 10, 2015) suggested a shuttle service: 
I thought it might be helpful if there’s a shuttle service… for the patients. But it’s, it 
doesn’t seem to be specific to international students. But in general. But it’s also true that 
international… a lot of international students don’t own a car so. Yeah, it might be 
helpful for them too. 
The university already has had a night ride service, so if it was expanded for medical services it 
would help not only students without cars, and students too sick to drive. Students also suggested 
that the university expand their insurance options. Shey (February 13, 2015) wanted the option to 
add a dependent on her insurance because she needed to get insurance for her child. Again in 
their recommendations, IFGS reiterated the need for a dental and vision insurance option. Which 
Mia discussed: “so anyways dental insurance, eye insurance and making sure that the facilities 
are to code” (May 12, 2015). When she referred to the facilities being up to code, she is 
specifically talking about one of the two university clinics and the uncleanliness of it and the fact 
that the people who treated her there did not wear gloves. Meena’s recommendation also 
included suggesting dental and vision coverage “The expense… like for my health insurance, the 
dental care, the eye care isn’t covered. I need contact…like, I need contact lenses, spectacles so I 
have to get it from India and I can’t get it here because it’s very expensive, so yes” (May 8, 
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2015). Students wanted to be able to get their eye and dental care in the US, but did not because 
the student health did not have it as an insurance option.  
 Moving on, participants lastly recommended that healthcare providers at the university be 
more sensitive and patient with international students. Katsumi even recommended that the 
university clinic recruit translators. 
I kind of mentioned it before but...um maybe, I don’t know, maybe like be nicer to the 
international students like we, of course, we have to take English exams and all that. Like 
we can read but sometimes we can’t hear...I don’t know if this works or not but maybe 
having at least one person who can translate (March 27, 2015).  
Mei (March 30, 2015) also recommended that the university health care providers should be 
more patient with international students. These results and recommendations will be further 
concluded in the next chapter.  
 Overall the collective participants’ responses formed the narrative of the four themes. 
The first theme was culture, which comprised participants’ definitions and values. By 
determining participants’ definitions and values, their points of view were centered. The next 
theme was structure which consisted of all the health barriers that participants either faced 
themselves or felt that other IFGS faced. These barriers were sometimes the result of migration, 
as was the case with the health barriers of food, loss of primary support network, adjusting to a 
new educational system, and grappling with the language barrier. Another barrier was handling 
the culture of graduate student stress. Some barriers were a result of structures themselves. These 
were the cost of healthcare in the US, the limited accessibility of the university clinics, the lack 
of available information, having to interact with rude or impatient health professionals, lack of 
vision and dental coverage on the student health insurance, or a lack of transportation. The last 
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health barrier that plagued some IFGS was a general anxiety about utilizing healthcare in the US. 
This led into the third theme which was agency. The theme of agency comprised the strategies 
that IFGS invoked to reconcile health barriers and health values. They were adapting, 
compromising, and avoiding, and were not mutually exclusive. The last theme was future 
recommendations for improving health for IFGS at UC. This comprised participants’ advice on 
healthcare in the US to prospective IFGS, and ended with their suggestions for overall 
improvement for the student clinics. The subsequent chapter concludes this thesis.  
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Chapter Five: Conclusion 
Since the intent of this project was to report practical, applicable findings and was the result of a 
diversity grant, the results provided direct answers to the research questions. This was aided with 
Dutta’s methodology (2008). Utilization of Dutta’s culture-centered approach allows researchers 
to firmly contextualize and center the ways that participants experience everyday life. By looking 
at the participants from this thesis through the culture, structure, agency model I was able to 
learn the participants’ meanings of health and ideal health, the barriers that prevented them from 
achieving optimal health, and the strategies they employed to navigate those barriers. Many of 
the participants were surprised at how short their interviews took, and would end with something 
like “I hope that helps” or “I hope you can use some of that”. At the end of the interviews I had 
to assure many of the participants that I merely needed them to answer the questions, that I did 
not need them to answer in any specific way because the research is emergent and that the 
findings will develop from their responses. The participants did not realize that by just talking 
about their experiences with health, they were contributing something valuable. If I had 
employed a Likert scale survey that asked participants questions like, “On a scale of one to five 
how satisfied are you with your healthcare at UC?”, would not have provided me with the 
nuanced responses and rich data that CCA elicits. A helpful quantitative survey simply cannot 
discover why students have had a bad experience at the clinics, why they might have never 
visited the clinics in the first place, and the reasons they have for hesitating to do so, without the 
aid of robust data from qualitative studies. 
 CCA (Dutta, 2008) privileges the voices of populations often unheard and forgotten. 
While a common critique of qualitative research is that the data cannot be generalized or used for 
widespread purposes, I would disagree. Qualitative studies contextualize participants and 
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promote understanding of different ways of knowing.  As long as there are enough participants in 
a qualitative study one would be surprised at the commonalities that pop up in responses. In this 
study, even the participants from Europe and North America struggled with the complexities of 
migration, and I can say that as a fellow graduate student I could relate to most of the 
participants responses when they discussed the challenges of graduate school. While each 
participant had their own unique experiences and backgrounds, there were common sentiments 
across participant responses. As the previous chapter shows, the CCA triad allows for a study 
rich with valuable data.  
 While every part of Dutta’s (2008) triad is vital, it is the attention paid to culture and 
critical scholarship that separates it from other qualitative approaches. The dynamic, subjective 
way that individuals make and attach meaning to different aspects of the world around them is 
too often taken for granted. This echoes the struggle that participants had answering the first 
interview question-what does health mean to you? As mentioned previously even participants 
studying health-related fields like neuroscience had to take some time to collect their thoughts 
and answer. Understanding what a participant values grounds and illuminates their frame of 
reference for an issue, in this case health.  
The beginning of the interviews were meant to elicit participant meaning-making around 
health, which falls under culture in the CCA triad (Dutta, 2008). Just by asking the first three 
questions from the interview protocol, I was able to infer a lot about the way participants 
conceived of health. I found that a lot of IFGS think of health holistically and include their 
mental well-being in their definition of health. Even participants who provided a more normative 
definition of health referenced the importance of social aspects of their lives, like participants 10 
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and 21 who both gave normative health definitions, yet discussed the importance of the health of 
their infants. Valuing good health for their children is more than just concern for physical health.   
 The culture portion of the results chapter, provided the foundation for the rest of the study 
and answered part of the first research question- How do IFGS, at UC, define and experience 
health and wellbeing and what aspects of wellbeing do they value most? The discussion of 
culture in the results section answers how IFGS define health and wellbeing and what aspects of 
their wellbeing they value most. How IFGS experience health and wellbeing was answered in the 
agency part of the results chapter, because it investigated health behaviors and the motivations 
for those behaviors.  
 As mentioned above most, though not all, IFGS defined health holistically, and their 
health values were often tied into their salient identities. IFGS who foregrounded their student 
identity wanted to stay healthy so that they could perform their work optimally and to stay away 
from any setbacks in the degree process. IFGS who foregrounded their international status 
discussed a desire to stay healthy so that they could stay in the US, and some IFGS wanted to 
stay healthy so they did not have to visit an American hospital. Additionally a couple IFGS 
foregrounded their identity as a mother and expressed concern over the ways that being in a 
foreign country might impact their baby’s health or that they themselves wished to stay healthy 
so that they could best take care of their child. Participants discussed valuing access to healthy 
foods, time to exercise, ways to destress, enough time to sleep, and being able to socialize with 
their significant others and/or other graduate students.  
 The second research question-What are the structural and situational barriers to overall 
health and wellbeing as elucidated by IFGS?, corresponded to and was answered by the second 
part of the results chapter. Whilst exploring the different barriers to optimal health that IFGS 
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faced, that portion of the data also filled in the structure portion of the CCA triad (Dutta, 2008). 
The barriers to health experienced by IFGS were split into three sub-sections, 1) cultural barriers, 
2) structural barriers, and 3) leftover concerns about health in the US.  
 Cultural barriers to health included, the barriers that IFGS faced with regards to their 
international status and the barriers to health they faced as a result of being a graduate student. 
The first health barrier linked to being an international student has to do with all the stressors and 
adjustments that come along with moving to a new country. This included the loss of the primary 
social support network for many IFGS. IFGS lost the family doctors they had in their home 
country, and the immediate support of many of their friends and family. IFGS discussed the 
cultural barrier that food in the US presented. Almost every IFGS student mentioned the 
availability and high consumption of unhealthy food in the US, which concerned some students. 
Additionally some IFGS struggled to connect with other students, or struggled to communicate 
with American doctors because of the language barrier. The barrier that linked the struggles of 
being an international with the barriers associated with graduate student culture were the 
difficulties that IFGS faced coming into a different educational system. Other countries have 
different styles of teaching and have different secondary school requirements than US schools, so 
that adjustment was difficult for some. The last cultural barrier was related to graduate student 
culture itself. The difficulty, lack of time and money, and prioritizing school over every other 
aspect of one’s life were the barriers associated with being a part of graduate student culture. 
These ideas are ingrained in the culture of graduate school itself. 
 The next set of barriers that IFGS faced were structural barriers. Some of these had to do 
with the student health insurance and its lack of vision and dental coverage. One commonly 
mentioned structural barrier was cost. This included the costliness of insurance, and receiving 
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healthcare in the US itself. This was especially apparent because many IFGS mentioned that they 
came from a country where healthcare is either completely free or partially subsidized by the 
government. Another structural barrier that came up for IFGS was an issue of accessibility. For 
students who are enrolled in the student health insurance, their accessibility to the clinics is 
restricted because they are closed on weekends and close at 4pm on weekdays. Even IFGS who 
had health insurance outside of the university mentioned that they tried not to get treatment on 
the weekends because it is considered emergency and will cost a lot of money. Working around 
this is difficult for graduate students who already have to work with limited time. The last 
structural barrier was the general complexity of the US healthcare system and the lack of 
available information on how to navigate it. IFGS brought up that they were unfamiliar with how 
much healthcare costs even with their insurance. They did not know what their insurance would 
or would not cover and did not know where to begin to find that information, IFGS mentioned 
that the university is not helpful in providing information about healthcare resources on campus.  
 Rounding off IFGS’ health barriers were their general concerns about healthcare in the 
US. The first concern mentioned was an immediate lack of access to a social support network 
which came about in the form of transportation struggles. Many IFGS do not have a car, and 
even those who do expressed a concern of who will drive them if they are too sick to drive. A 
handful of students were also concerned that US doctors might not be able to appropriately treat 
them because their bodies and diets are ethnically different, so there was a fear of not being 
treated properly or being prescribed a medicine that did not react well with their body. Lastly 
there were some IFGS who were generally anxious about utilizing healthcare in the US and 
trying to circumvent it unless they had no other choice.  
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 The last part of the CCA triad (Dutta, 2008) is agency, and an examination of IFGS’ 
agency filled in the last unanswered part of the first research question-How do IFGS actually 
experience health in the US? While I already began to answer the third and final research 
question at the beginning of this chapter, analyzing participants’ responses from the perspective 
of agency rounded out the experiential part of the data and also assists in answering research 
question three.  Research question 3 is: How can a CCA approach assist this study, specifically 
with regards to better understanding IFGS’ health experiences and values?  
 Again agency in the context of this research approach, refers to the behaviors participants 
engage in to resolve what they want (culture), with the barriers (structure) that inhibit them from 
doing so (Dutta, 2008). From examining participant agency, I was able to ascertain three 
strategies that were engaged in to resolve the tension mentioned above. It was found that these 
strategies were not mutually exclusive and a participant could engage in all three. The first 
strategy participants engaged in was adapting. This strategy was similar to Berry’s (1997) idea of 
a behavioral shift, discussed in the literature review. Adapting occurred when IFGS did not 
experience any loss in their health values by pursuing graduate school in the US. An example 
would be when participants adjusted to American food without any difficulties. They might have 
been able to easily maintain their old habits or adopt new ones without trouble. The second and 
most common strategy IFGS engaged in was compromising. This was when participants had to 
sacrifice a health value or standard of care for either lack of other options or for the sake of 
another value, like prioritizing schoolwork over the maintenance of wellbeing. The last and most 
concerning strategy was avoiding. This was when participants avoiding seeking treatment. 
Reasons for this were generally: anxiety about/lack of faith in US healthcare, a previous 
unsatisfactory experience with a US healthcare provider, or embarrassment/ frustration 
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associated with the language barrier. While the compromising strategy was not as problematic as 
avoiding, they were both, to varying degrees, reminiscent of Berry’s acculturative stress (1997).      
 The utilization of CCA (Dutta, 2008) enriched my understanding of the data, and this 
would not have occurred if I had exclusively used constructivist grounded theory as an analysis 
method. CCA’s commitment to critical practice and privilege of minority populations makes it 
perfectly suited to any project where intercultural communication with participants might occur. 
By lending privilege to participant self-knowledge CCA humanizes its participants. This 
approach is not only a good method for promoting empathy among scholars, it can also have the 
added benefit of empowering its participants. CCA forced me to question and examine the 
interplay between culture, structure, and agency in the way that IFGS experience health. This 
interplay allows researchers to better understand the limits on participants that keep them from 
achieving their values, what those values are, and the ways that participants get around those 
limits when they can.  
Future Implications   
Since this a praxis-based project, as opposed to an observational one, I determined from the 
participants how university administrators and healthcare providers can best integrate this 
information. This has two parts. The first is a collection of advice that participants had for 
prospective IFGS, and the second is a set of recommendations to improve healthcare for IFGS at 
the university. Some of those recommendations apply to more than just IFGS.  
 First is the collected advice about health that IFGS had for international, females 
considering going to graduate school in the US. IFGS strongly suggested that prospective 
international students get a complete checkup done in their home country and to make sure their 
vaccinations were up to date. One participant said that the exception to this would be if the 
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healthcare in the country the prospective IFGS is worse than in the US. Participants mainly 
cautioned prospective IFGS to be proactive about their health by actively seeking information 
and to go to the doctor when they do not feel well, even if they are anxious to visit an American 
doctor. Some participants who advised prospective IFGS to be proactive about doctor visit had 
not been to an American doctor themselves. Much of the guidance they gave reflected the 
barriers to health they had faced and was centered on ways to circumvent them. IFGS advised 
prospective students to be knowledgeable about their rights and to do some research about the 
healthcare system in the US. One participant suggested that prospective IFGS should be open to 
new health knowledge that could benefit them, and another participants cautioned prospective 
international students to retain their healthy cultural habits as much as possible. The advice that 
the interviewees gave about health in the US provided some solid guidelines that would be 
helpful for actual IFGS to know and have access to. This kind of advice would be helpful for the 
university to collect into a guidebook that they could provide to new international students, 
graduate and undergraduate alike.  
 Moving on from the advice section was the recommendations for improvement that IFGS 
had for the university clinic. A major issue the participants brought up had to do with 
accessibility of the student clinics. IFGS suggested the university hire more doctors and figure 
out ways to make it easier for graduate students to make the hours the clinics are open. 
Participants also advocated for more informational resources and more wanted resources in the 
form of fellow international students and health promotional events, like booths or maybe a 
health fair. Some participants also recommend the university implement a shuttle service for the 
specific purpose of transporting students to and from clinics or hospitals. Participants also took 
issue with the fact that the student health insurance did not cover vison or dental services and 
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that there was not even an option for such coverage. One participant mentioned that she would 
like the university to look into providing some free services for students who are financially 
struggling. Also another particular participant took issue with the hygiene practices of one of the 
student health clinics and would like the university to keep their clinics up to code. Lastly, 
several participants mentioned that they would like the healthcare providers at the student clinics 
to be more patience and kind with international students.  
Limitations  
As with any research project there are bound to be limitations, and this study is no exception. 
Since this project was time-bound I was limited in scope and was not able to explore the 
transcripts that my fellow research assistant collected. Additionally I was also limited by the lack 
of relevant communication literature available on the topic, so the literature review is somewhat 
interdisciplinary, which might be a limitation to some.   
Another limitation was the complexity of examining a three-pronged identity 
(International, Female, and Graduate Student). While it came up organically in many of the 
interviews, I still would have liked to pay more attention to the impact that gender had on my 
participants. I would have liked to parse that out more and wish that I had created an interview 
question that explicitly discussed the impact that gender had on participants’ well beings.  
Directions for Future Research  
Overall, there is still much on this topic to be explored especially in the realm of communication. 
To assist the university and to isolate certain health barriers it would be helpful if there was a 
CCA (Dutta, 2008) study done on international undergraduate students too. This population 
would mostly fall in an even lower socioeconomic status bracket because they presumably have 
not earned any collegiate degree and also tend to be low-income earners. They are also less 
likely to be receiving financial assistance towards their living expenses and their education costs. 
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It would also be beneficial to know how a younger group of students handles the culture change 
and subsequent difficulties that come along with migration.  
 Additionally, it would be valuable to get a more thorough understanding of the 
implications of graduate student stress and the impacts it has on different populations. By 
exclusively studying graduate stress, students and faculty alike can learn more effective ways of 
mitigating it. Uncovering how best to manage this issue will facilitate students producing more 
quality work overall. It might also assist in uncovering better strategies to opening up 
communication between graduate students and faculty.  
 Lastly, as stated in the limitation section, it would be helpful if there was more research 
done on this topic that specifically isolated gender and examined the differences in graduate 
student stress between females and males and the differences in acculturative stress between 
males and females. As the literature suggested females tend to struggle with migration more than 
males, and from the little literature that I did find, it hinted that female graduate students also 
experience higher stress than their male counterparts. Researchers should try to keep gender and 
culture in mind when they wish to study health.  
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Appendix 
Open Codes 
• American health care and insurance as costly  
• Anxiety about getting treatment in the US 
• Communication issues 
• Confusion about student health insurance 
• Critique of American healthcare  
• Cultural barrier 
• Cultural differences  
• Difficult accessing primary support network 
• Dissatisfaction with care at UC 
• Feminine health/ sexual health 
• Free healthcare in country of origin 
• General importance of health 
• Graduate student stress 
• Health as absence of ailments  
• Health as mental 
• Health as physical 
• Health as sexual awareness (general awareness) 
• Health as social 
• Impatient/ rude care providers (facilitators) 
• Importance of ability to de-stress 
• Importance of annual exams/ checkups 
• Importance of exercise  
• Importance of flexible and adaptable care and care providers 
• Importance of a healthy diet 
• Importance of independence (proactivity) for international students  
• Importance of mental health 
• Importance of physical health 
• Importance of sleep/ rest 
• Importance of social health   
• Information about insurance 
• Initial adjustment issues 
• Lack of information 
• Little to no experience with US healthcare 
• Loneliness, depression, feelings of isolation 
• Loss of support network 
• Menstrual issues  
• Praise of American healthcare  
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• Preference for healthcare in home country 
• Problems with/ suggestions for student health insurance 
• Satisfaction with UC clinic experience  
• Student lack of resources (support and transportation) 
• Student lack of time 
• Students don’t have much money 
• Time management 
• Unhealthy American diet 
• US healthcare system is complex 
• Wait time/ difficulty with accessibility   
 
Axial Codes 
• Advice for incoming internationals (on US health) 
• Concerns about health and/or healthcare in the US 
• Difficulty of the female graduate student experience 
• Difficulty of the female international student experience  
• Holistic definition of health  
• Normative definition of health 
• Positive aspects of health and/or healthcare in the US  
• Satisfactory care experience at UC 
• Satisfactory care experience in the US 
• Suggestions for improvement (UC clinic) 
• Unsatisfactory care experience at UC 
• Unsatisfactory care experience in the US 
• Value placement on mental/social health 
• Value placement on physical/bodily health 
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Interview protocol for IFGS  
 
Interview Script: 
Hello. My name is Ashley. I am a graduate student at the University of Cincinnati. I am working 
on a project to understand international female graduate students’ experiences with health and 
with healthcare at UC. This research study is being conducted by the Office of Diversity at UC. 
Thank you very much for being willing to take time and speak with me today. Our conversation 
today will remain strictly confidential. As we agreed, this interview will last around 20-40 
minutes. Your privacy and confidentiality is of our primary concern. I would appreciate if you 
would answer the questions candidly, and openly. However, all the questions I ask you are 
voluntary, and you may choose to decline to answer any question. In addition, you can choose to 
end our conversation at any point. Would it be okay if I audiotape our conversation? This will 
help me focus on our conversation and maintain active listening and eye contact throughout our 
discussion. Only me, my faculty advisor and the members of University of Cincinnati 
Institutional Review Board, if necessary, will be able to access my data. However, your identity 
will not be disclosed at any point in time. Shall we begin? 
 
Demographic Questions 
a. Age 
b. Years in the US 
c. Years in the program currently enrolled in 
d. Course/program being attended  
e. Level (Master’s, Doctorate) 
f. Country of origin 
 
-Open-ended probes to be used after questions 
1. What does health mean to you? 
2. What does being healthy mean to you? 
3. At this point in your life, what are the factors that are most important for your health? 
4. How has living in the US affected your ideas of health and well-being? 
5. What would you say are the major health concerns for an international female graduate 
student? 
6. How has being in graduate school affected your ideas of health and well-being? 
7. What are the specific health challenges that accompany graduate school? 
8. At this point, where do you go to get medical care? 
9. What have been your experiences with this care provider? 
10. What would you say are the major differences between healthcare system in the US and 
in your home country? 
11. What aspect of the US health care system has been the most challenging for you? 
12. What have been your experiences with healthcare providers (like doctors, nurses, 
doctor’s aides) in the US? 
13. If you had to share your experiences with other potential international female graduate 
students, what would you tell them about the healthcare system in the US? 
*14. If you could give the student clinic any suggestions for improvement, what would you 
give them? 
*Added to the protocol officially after first interview was conducted 
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